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Ohio Medical Gases include Nitrous Oxid — Ethylene — Cyclopropane — Oxygen — Carbon 
Dioxid—Oxygen-Carbon Dioxid Mixtures—Helium—Helium-Oxygen Mixtures 





. of foreign substance. Next comes the filling and 
the final tests for quality and purity; last of all 
the “Ohio” label that certifies this quality and 
















purity to you. 


It’s what you can’t see that makes “Ohio” the brand 
Within the cylinder a clear, colorless substance— to specify when you order Nitrous Oxid. 


purty Squid end partly tei To keep siciaihieamaeand The Ohio Chemical & Mfg. Co., General Offices: 60 East 42nd St., 
Oxid absolutely pure, cleanliness is a fetish with us. New York 17, N. Y.—Medical Gas Division, Cleveland —Hospital 
In order to assure purity of content, each empty Supply and Watters Laboratory Division, New York— Heidbrink 

4 . y and Scanlan-Morris Divisions, Madison, Wis.— Represented in 
cylinder is carefully inspected, painted, then thor- Canada by Oxygen Company of Canada Limited, and inter- 


oughly cleaned by vacuum to remove any trace nationally by Airco Export Corporation. 


0 @ Manufacturers of Medical Apparatus, Gases, and Supplies 
for the Profession, Hospitals and Research Laboratories 
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YOUR LAUNDRY... 


T’S important to cut costs...to please patients...to in- 

crease efficiency. A modernized laundry, capable of faster, 
lower cost production of good laundering, will effect these 
desirable results for your hospital. 


















Every department of the hospital—each one so vitally depen- 
dent on the laundry—will be certain of an adequate supply 
of linens, uniforms, etc. Your entire organization will reflect 
it... your patients will be happier when surrounded with 
clean, fresh, crisp linens. 

It’s good management to investigate the many advantages 
which modern laundering methods can bring you. Write us 
now to have our Laundry Advisor call. 


Che AMERICAN LAUNDRY 
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CINCINNATI 12, OHIO 


AUGUST 1946, VOL. 20 








M. Burneice Larson, Director 


Children play a game called Fruit 
Basket Upset. For a frantic interval 
there are lots of places to choose 
from .. . then suddenly all the 
’ places are taken and ‘one unfor- 
tunate who couldn’t choose quickly 
is left standing . . . waiting-for the 
fruit basket to be upset again. 


In the game, this fruit basket up- 
setting is continuous. But there are 
signs that the gay scramble for 
choice hospital appointments is on 
the wane. The time for slow delib- 
eration is passing. The time for 
quick decision is at hand. 


But even quick decisions need not 
be ill-advised when comprehensive 
data on the opportunities available 
may be obtained easily and simply. 
Should you be interested in being 
considered for appointments in 
administration, nursing, medicine, 
the sciences, or the field of dietetics, 
our individual surveys in these fields, 
prepared especially for you, will be 
helpful. 


Our coverage of hospital openings 
is nationwide and you may rely 
upon our confidential treatment of 
all correspondence. 


M. BURNEICE LARSON 
Director 
The Medical Bureau 
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HE JOINT MEETING of the Hospi- 

tal Service Plan Commission 
and the Board of Trustees of the 
American Hospital Association on 
June 28 re- 
sulted in the 
clarification 
of a number of 
matters which 
have concern- 
ed us all. Blue 
Cross plan ap- 
proval has 
from the be- 
ginning rested 
upon the 
authority of 
the trustees. Yet it has also been true 
from the beginning that the experi- 
ence and knowledge necessary to ap- 
praise a Blue Cross plan properly 
had to come from the staff of the 
commission and the plan directors 
who were members of the commis- 
sion. As long as the problems were 
simple and the decision fairly ob- 
vious there could be no disagree- 
ment. Now, however, the problems 
have become complex. Plans face 
serious financial problems. A few 
have seriously depleted their re- 
serves. In addition it is more gen- 
erally recognized that management 
of a plan, just as management ina 
hospital, can make a good situation 
bad or a bad situation good. 
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It is for this reason that the char- 
acteristics of management and many 
other complex factors must go into 
judging financial soundness, rate of 
growth, degree of effectiveness of 
Blue Cross plans and other impor- 
tant indices of a plan’s health. The 
expert opinion required in this 
phase of plan analysis cannot be ob- 
tained from the trustees of the 
American Hospital Association, who 





are all hospital administrators, and 
there is real doubt whether final 
responsibility for judgment should 
rest entirely with the trustees. Such 
factors as whether a plan is non- 
profit, or whether there is hospital 
responsibility, can be judged by 
hospital administrators as well as by 
any other group. But there are 
only a few such indices. 

This is all by way of saying that 
the trustees were greatly impressed 
by the comments of one of the plan 
directors regarding the standard of 
effectiveness which is being gen- 
erally employed by hospitals—the 
comparison of total receipts from 
Blue Cross subscriber _ patients 
against total billings for the care of 
such patients. The spokesman for 
the plans pointed out what each of 
the hospital administrators present 
agreed was the truth, that average 
per diem receipts had been greatly 
increased by Blue Cross. He also 
pointed out almost every Blue Cross 
plan is at the present time faced 
with the necessity of increasing hos- 
pital payments. Most have already 
done so—and most are sympathetic 
with the problems of hospitals 
caused by their increased costs. 


What are the troubles then? They 
appear to rest first upon the general 
adoption of the idea by hospital ad- 
ministrators that total receipts of 
anything less than total billings 
represent this much loss to the hos- 
pital—even though this loss over the 
whole of a Blue Cross plan’s experi- 
ence may not be more than 7 or 8 
per cent, and in spite of the great 
gain which hospitals have achieved 
through Blue Cross in the encour- 
aged use of higher priced facilities, 
in the diminishing of free cases, in 
the lessening of collection losses and 





HOSPITALS 








CATGUT 


REG.U.S. PAT.OFF. 


COUNT ON Curity 


IN SURGERY 
| 





Surgical Wounds 


‘actors whi 





“There are many other f 
of surgery i 
acidosis, abdom , 
operatively than in the : 
“In obesity of any etiology — i 
quence a lowered resistance © 
in all non-emergency ome to 
possible, to correct it. 





inal distention, 

















*Blalock, A.: Princip 
**E gust, R. A.: Complications © 








mn, d.: Consideration 

bs Hendes=Gurgical Viewpoin®., 
144: 257-259 (Sept. 16), 3 

mn, R. L.: Preo 
* Mesaive Treatment. 2 
Saunders Co., 1937, p. 23. 


NOTE: A C 
10 years 
surgical patien 
on surgery in obese 





> -— — 














ry obese. Adequ 
phere and in 
non-obese.” 


the organism as a W! 
evaluate carefully this pro 


les of Surgical Care: 
# Obesity. New Orl 


tive and Post- 
hiladelphia, W. B. 
3 


tra 
ETE BIBLIOGRAPHY and ex s ft 
resend be furnished on request. This is the 
ts. The series 
patients f 


OF OBESE PATIENTS 


OBESITY 
AND SURGERY 


bese Patients 

ditional problem is that 
= : is more difficult, and 
observed post- 


Easily Suppurate in O 


ive ri d on 
the operative risk, an ¢ 
“ pons ot at the time of nag ners pol 
fection of the wound are more likely 
‘ . . se- 
+< functions and in con 
“me of the ig 
! 


i i ically all org 
s an impairment of — — ure 
. blem of obesity preoperatively and, 
i by Co.,1940, p. 21. 
bi ms. St. Louis, C. V. Mos 
cage stone ve Surg. J.. 98: 502-507 (May), 1946. 
e 3 


OGRAPHY a 
Bl B Li 9. Rony, H.R-: Obesity and Lesmnens.F ila. 
of Obesity * delphia, Lea & Febiger, 1940, Pp. 4°'- 
Med. Rec., Errors and Safe- 


- ical 

Thorek, M.: Surgica 
tee Philadelphia, 
Co., 1943, p- 64- , 
iterature covering the pas 

the lite ble conditions pe 
been written 


4. ; ie Lippincott 


rticles in , 
alee lth in a series on pacers : 
i a 
has covered only the last 5 years, _ so little 
hat 10 years’ literature was perused. 





~~ 6 re Vl ee 8 





Intensive preoperative study of the obese patient is 
essential to surgical success. Fatty wounds often heal 
slowly and imperfectly, and there is a relatively high 
incidence of wound dehiscence— often the result of 
increased intra-abdominal tension due to excess fat 
deposits. The danger of incisional hernia may be re- 
duced by proper control of intrinsic and extrinsic 
factors to assure a maximal healing rate. 


SUTURE MUST MEET HIGH STANDARD 
In surgery of the obese, optimum performance of the 
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Balanced quality contributes to better postoperative results 


suture will greatly enhance the successful surgical 
outcome and facilitate the surgeon’s work. 

Balanced quality of Curity catgut comprises all the 
characteristics demanded in clinical use: high initial 
and functional tensile strength; controllable absorp- 
tion; uniformity of gauge; minimal irritation; scien- 
tific strand surfacing without sacrifice of strength; 
and ideal pliability. This combination of desirable 
characteristics allows no single feature to predominate 
at the expense of others. That’s why you can count on 
Curity catgut in surgery of obese patients. 





FREF TO SURGEONS AND HOSPITALS—Here is the fifth in a series 
of individually bound bibliographies and extracts on variable condi- 
tions in surgical patients, designed to aid surgeons in the preoperative 
study of their patients. Other subjects now available: Protein in Sur- 
gery » Diabetes « Geriatrics « Jaundice. 
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the greatly expanded volume re- 
sulting from Blue Cross. 
The long term interests of hos- 


pitals now require that we judge 


Blue Cross not upon a comparison 
of total receipts and total billings 
but upon the comparison of re- 
ceipts from Blue Cross subscriber 
patients and the receipts from ail 
other paying patients including 
those who use pay ward facilities. 
The accounting practice which cer- 
tain hospitals regularly follow—that 
of obtaining board approval month 
by month to wipe out Blue Cross 
losses—cannot but serve to em- 
barrass Blue Cross plans and create 
further misunderstandings. Boards 
of trustees of hospitals should be 
shown the advantages of the Blue 
Cross income as well as the billing 
losses. 

The second general problem for 
all hospitals, as well as plans, is the 
varying degree of financial responsi- 
bility of Blue Cross plans across the 
country and a lessening confidence 
which develops when hospitals can- 
cel contracts. It was apparent to me 
on the basis of this discussion that 
full confidence in Blue Cross na- 
tionally by all hospitals will never 
be achieved until every Blue Cross 
plan is as interested in the stand- 
ing of every other plan as in its own. 
This probably means that the plans 
will have to develop a reinsurance 
fund administered by themselves. 

Under such a proposal, as it has 
been roughly sketched out, each 
Blue Cross plan would pledge cer- 
tain assets into a general fund 
which could be drawn upon in the 
case of financial failure by any Blue 
Cross plan. The plan asking for as- 
sistance would of course be obliged 
to follow regulations imposed by 
the reinsurance fund for the pe- 
riod of its difficulty—but subscribers 
and_ hospital protection would be 
achieved. 

The service contract of hospitals, 
important as it was at the begin- 
ning of Blue Cross, and still may be 
as evidence of the good faith of par- 
ticipating hospitals, can no longer 
be regarded as sufficient guaranty 
to either public or hospitals. In 
some areas Blue Cross now accounts 
for about 50 per cent of entire hos- 
pital income. The risk of failure is 
too great to be borne with any de- 
gree of assurance. A possible debt 
greater than the debtor can bear is 
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not a sound basis for extending 
credit nor a keystone to be used in 
the development of a voluntary 
health insurance system. 


No, the American Hospital As- 
sociation and Blue Cross plans must 
rethink some of their basic prin- 
ciples and the first steps have been 
started. A joint committee repre- 
senting the Board of Trustees and 
the commission will shortly begin 
work upon this most important 
matter. ‘ihe choice of personnel has 
been deliberate from both groups. 
New personalities have been select- 
ed so that fresh minds may be em- 
ployed on the problem. The work 
they have to do is probably the 
most important to hospitals of any 
undertaken for a long time. You 
will be hearing more about this, 
but in the meantime it is my earnest 
hope that all hospital administra- 
tors will cease using the total re- 
ceipts against total billing basis of 
evaluating their own Blue Cross 
plans. We have enough troubles 
without adding others to them. 


xk* 


I hope that every administrator 
and every member of a hospital's 
board of trustees will read the “‘Rec- 
ommended Principles Governing 
the Relationship Between Hospi- 
tals and Blue Cross Plans’ printed 
elsewhere in this issue. Some ad- 
ministrators and plan executives 
will hope that such principles will 
give an easy answer to all local de- 
cisions affecting Blue Cross and hos- 
pital relations. 

The principles represent four full 
days of deliberation by the Council 
on Administrative Practice, and 
much additional time by individual 
members of that council. The Co- 
ordinating Committee considered 
the principles at length, so that 
their adoption by the board was far 
from hasty action. On the other 
hand it is obvious to anyone read- 
ing these recommended principles 
that they are general in nature and 
that their application to hospital 
and plan relations in any locality 
will be successful only to the extent 
that there is complete good faith 
and a sincere desire on the part of 
all involved to work out relation- 
ships to the best interest of the 
public. With such an attitude those 
concerned with the future of Blue 
Cross should find the recommended 





principles helpful in reducing loc | 
problems to specific issues in nec.| 
of decision. 
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The Journal of the America. 
Medical Association for June 2, 
carries the full text of the testimon, 
given by John H. Hayes for th: 
Association before the Senate Con 
mittee on Education and Labor a 
the hearing on the Wagner-Murra\ 
Dingell Bill on May 6 which, it wil! 
be remembered, was printed in the 
June issue of Hosprrats. The testi 
mony was also printed in New Yori. 
Medicine for June 20. Commenting 
on the testimony, this latter jouw 
nal stated editorially: 

“We consider Mr. Hayes’ state- 
ment one of the most compelling 
arguments, against federal com- 
pulsory health insurance yet of- 
fered before the Senate committee.” 
It was no simple task to marshal 
the Association’s arguments against 
compulsory health insurance. The 
Association intends to be in the 
forefront supporting any proposal 
aimed at improving the quality and 
distribution of hospital care. 

Proponents of compulsory health 
insurance have been so impressed 
with the ease by which legislative 
enactment might secure complete 
coverage that they have failed to 
realize the difficulties incident to 
delivering the service. The public 
is also greatly impressed with how 
fine it would be to have everyone 
insured. That same public is little 
able to evaluate the problems in- 
cident to rendering this service. 


The testimony of John Hayes 
brought out clearly the questions 
which must occur to anyone who 
studies this problem, questions 
which will arise in the mind of 
anyone who studies the rendering 
of service under a federal com- 
pulsory health insurance system. 
The Association’s recommendations 
have. suggested a number of steps 
that are logically indicated at the 
present time. It is difficult for those 
of us in the hospital field to under- 
stand why the suggested steps are 
not being taken, rather than enact 
an omnibus measure. 
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to take every cleaning trick 


Lead with a Wyandotte Cleaner — anywhere in your building — and 
you'll get big winnings in satisfaction every time. These specialized 
products are quick in action — but thorough and safe. 


Wyandotte F-100* is an all-soluble cleaner ideal for cleaning 
floors and painted areas. Even if surfaces are extremely soiled, 
Wyandotte F-100 will make them bright and attractive. It dissolves 
readily and completely in water —then rinses easily, leaving no film 
or white streaks. And remember that this Wyandotte product is also 
excellent for dewaxing floors. 


Wyandotte Detergent is an all-round cleaner for floors, walls, 
porcelain, marble. Containing a mild abrasive, it is particularly 
effective on many cleaning operations. 


Or do you prefer a paste cleaner for porcelain and ‘metal 
surfaces? In that case, use Wyandotte 97 Paste. 


And for effective disinfecting and deodorizing, apply Wyandotte 
Steri-Chlor* as either rinse or spray. It puts the finishing touch fo all 
cleaning jobs. 


For help on any maintenance problem, call on your Wyandotte 
Representative. He’ll be glad to put his training and experience at 


your service. *Registered trade-mark 


yandotte 


Reg. U. S. Pat. Off. 


WYANDOTTE CHEMICALS CORPORATION © J.B. Ford Division 


WYANDOTTE, MICHIGAN a SERVICE REPRESENTATIVES IN 88 CITIES 
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... on the Appropriateness 
of “Practical Nurse” as an 


Acceptable Identification 








The Question—Is the term “practical nurse’”’ a satisfactory desig- 


nation? If so, why? If not, why; what else do you suggest—and why? 


A MATTER OF DUTIES, NOT NAME. 


I po NoT FEEL that “practical 
nurse” is a suitable term for the 
subsidiary nursing helper in the 
hospital. The term continues to 
cause considerable confusion in the 
minds of the patient, the public 
and the physician as to the exact 
qualification of the nurse and im- 
plies that the “practical nurse” is a 
competent, practical individual as 
contrasted to the theorizing product 
of high education, i.e. the profes- 
sional nurse. 


Contrary to many of my articu- ° 


late colleagues, I still believe that 
knowledge of the slide rule, the 
metric scale or the symptomatology 
of mini-minimiasis does not neces- 
sarily prevent the professional nurse 
from doing a better job of nursing 
the patient than her less glamorous 
but more “practical” cousin, and 
see no reason why one should im- 
ply. that the professional nurse is 
not practical. 


Of the various synonyms offered 
—‘‘vocational nurse,” “nurse’s help- 
er,” “paid aide,” “service aide,” 
“division helper,” ‘nurse techni- 
cian,” I favor “nurse’s aide.” These 
individuals are designed to supple- 
ment and assist rather than replace 
the professional nurse, and the term 
“nurse’s aide” indicates such assist- 
ance to the nurse without em- 
ploying the more menial term of 
“helper.” 

The term “nurse’s aide” is al- 
ready honored and respected due 
to the remarkable record of the 
Red Cross nurse’s aides during the 
past few years, and excellent pub- 
licity regarding the nurse’s aide al- 
ready exists. Conflict need not oc- 
cur now between the two groups. as 
the Red Cross nurse’s aides have, to 
a great extent, disappeared from 
the hospital scene. 

The term “practical nurse” does 
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not appear nearly so objectionable 
when applied to those individuals 
caring for patients in the home. 
Very few professional nurses do this 
type of work and the ttle would 
appear to be a fair description of 
the type of care rendered by the 
adequately trained practical nurse. 

It would appear to me that the 
primary problem is not the name 
under which those women may 
work, but the actual duties and re- 
sponsibilities that they are given by 
the nursing departments. If nurs- 
ing and hospital costs are to be held 
within reason, the majority of rou- 
tine nursing procedures must be 
delegated to the lower-paid group.— 
Albert W. Snoke, M.D., director, 
Grace-New Haven Community Hos- 
pital, New Haven, Conn. 


“AUXILIARY” MIGHT BE 
MORE SATISFACTORY 


THE DESIGNATION of “practical” 
nurse implies an excessively utili- 
tarian significance, devoid of any 
of the humane and softening in- 
fluences which must characterize 
service at the bedside of a patient. 
The nature of a “practical” nurse’s 
duties, consisting in the main of 
direct services to selected patients, 
other than designated technical 
diagnostic and therapeutic proce- 
dures has earned for her the right, 
under proper auspices, to a place 
in our nursing program. What can 
be done to dignify the status of the 
“practical” nurse and at the same 
time define her relationship to 
others who meet the nursing needs 
of patients? 

The term “practical” does not 
meet either objective. We are, of 
course, confronted by the obstacles 
of established custom, common us- 


age and, in the state of New York, 
by the legal definition of individ- 
uals—other than registered nurses— 
who may be hired for nursing 
services. 

The designation selected should 
define both the organizational and 
functional status of this hospital 
worker. The “practical” nurse, as 
an added element in the program 
of nursing, serves in an “auxiliary” 
capacity and the term “auxiliary” 
is therefore suggested for her. I am 
frank to admit that there is no ideal 
choice of a term. The term “aux- 
iliary” has definite implications for 
hospital people and its more gen- 
eral use for assistants to nurses may 
well overcome the shortcomings in- 
herent in the terms now in use.— 
Morris Hinenburg, M.D., executive 
director, the Jewish Hospital of 
Brooklyn. 


“NURSE AIDE” IS MORE 
PRECISELY DESCRIPTIVE 


IN THIS QUIET HAMLET, the ques- 
tion isn’t what shall we call them; 
but how in Sam Hill can we get 
them! Furthermore, as the adminis- 
trator of a psychiatric hospital I’m 
a step removed from the debates, 
disputes and gossip of the general 
hospital field. I don’t really know 
the main issues of this controversy. 


In this region the preference 
seems to be “nurse aide,” because 
it is more precisely descriptive, or 
at least its meaning is more readily 
understood by the laity, than the 
term “practical nurse.” “Aide” ob- 
viously indicates a helper. But the 
implied distinction in the term 
“practical nurse” between the pro- 
fessional nurse and the practical 
nurse is not so obvious to the laity. 


There is an awkward, unlovely 
period in the development of any 
group as it shakes off abuses and 
misunderstandings under which it 
has suffered; when it must flex its 
muscles, discover its strength, and, 
God save us, its sense of responsi- 
bility. It isn’t likely to come cap in 
hand, pull its forelock, and say, 
“May I please?” It’s more apt to 
recite its rights in a loud voice and 
elbow its way into the family circle. 
In this period it’s likely to break 
some precious old china which has 
a lot of sentimental and historical 
associations. 

It seems to me that hospital ad- 
ministrators must try to understand 
this growing up process of the nurs- 
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which provide for complete utilization of ae ts | precision equipment of functional de- 
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of heating. EXCESS VAPOR REGULATOR : STERILIZERS in portable and cabinet 
eliminates losses usually sustained through @ models featuring “burn-out-proof” 
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BULK STERILIZERS . . . ae ij . A complete line of Sterilizers, 


a product of wartime engineering efficiency. ; ee 
Unexcelled for disinfection of dry surgical Autoclaves and Stills for every 
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“AMERICAN” OPERATING TABLES 


Model 1075—Offering outstanding advantages in precise surgical posturing, this 
superior Table is designed to facilitate unprecedented accessibility and conven- 
ience for the surgeon in the many postures of the surgical catagory. 

This Table features Head End Control which enables the anesthetist—while 
remaining seated—to precisely select the proper table position to correspond with 
the anatomical posture called for by the operating surgeon. Exclusive innovations 
also include Indicator Dial and Position Selector Control which eliminate delay 
and confusion in establishing the precise surgical posture desired . . . and with 
no interference with the surgical team. 


“American” presents a complete line of Major and Minor 
Operating Tables, Obstetrical and Fracture Tables. 
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The “AMERICAN” postwar LUMINAIRE 


A unique combination of Track and Offset Mounting is exclusively featured to 
provide for height adjustment over the operative site, and for complete flexibility 
of illumination from any desired angle in the vertical and horizontal planes. 

Additional engineering highlights include CHOICE OF LIGHT INTEN- 
SITIES before or during operation © UNSURPASSED SHADOW REDUCTION 
¢ DIAGNOSTIC COLOR CONTROL ¢ SCIENTIFIC HEAT CONTROL e 
HEAD END and DUAL CONTROL. 


A complete line of Major and Minor Surgical Lights are 
available ... cciling suspended and portable ty pes. 
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or write today for descriptive literature 


AMERICAN STERILIZER COMPANY 
Erie, Pennsylvania 
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ing profession, and not be too an- 
noyed when it gets unnecessarily 
aggressive. It may be in this in- 
stance that nurses are overem- 
phasizing the question of status. 
Professional status ultimately will 
mean nothing unless it’s earned, so 
the protection of it by fussing about 
names for nurse helpers seems to 
put emphasis in the wrong place. 

Finally, a word about a psycho- 
logical paradox. The opinion is 
widely held that the character of 
females is not fixed in solid virtues, 


and that woman’s moral guide is 
expedience. One might expect then, 
in consideration of the exploitation 
nurses have suffered in the past and 
their struggle to lift themselves to 
higher status, that they would adopt 
methods of political connivance and 
pressure tactics, but as a profession 
they haven’t done this. And they 
have been singularly free of the 
ambidextrous ethics of their men- 


.tor, the medical profession.—John 


R. Stone, administrator, the Men- 
ninger Foundation, Topeka, Kans. 





SEAMLESS flexible latex tubing . ™ 


smooth, strong and uniform, answers the hos- 


pital need for tubing with longer life and high resistance 


to deterioration through sterilization. Practical new dis- 


pensing box contains a 50 foot reel, with 12 inch rule for 


measuring ease. 


AVAILABLE IN FIVE SIZES: 


1/8” 1.D. x 1/32” Wall 
3/16” 1.D. x 3/32” Wall 


3/16" 1.D.x 1/16” Wall 
1/4” 1D. x 1/16” Wall 


5/16” 1.D. x 1/16” Wall 


Order by number—SR 755 through your Hospital Supply Dealer 
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FINEST QUALITY SINCE 1877 


WOULD RETAIN TERM 
“PRACTICAL NURSE” 


THE TERM “practical nurse’’ is 
one which has invited much ccon- 
troversy. In the New York liceiis- 
ing law the term “practical nurs.” 
has been retained. The proposed 
law in the state of Illinois also uses 
the term “practical nurse.” 

One might well reason that the 
term should be retained because tlie 
general public is thoroughly con- 
versant with it and understands its 
connotations and the limitation in 
training and duties of this group of 
people. On the other side of the pic- 
ture is the fact that terms such as 
“nurses’ aides,” “paid aides,” “at- 
tendants” and the like probably 
more clearly delineate this group 
to those who are conversant with 
hospital and medical matters. 

These other terms would also 
help remove some of the actual and 
theoretical competition between the 
so called “practical nurse” and the 
“registered nurse.” 

In my opinion, however, the fact 
that the public is familiar with the 
term “practical nurse” outweighs 
the disadvantages.—Roger W. De- 
Busk, M.D., executive director, the 
Evanston (Ill.) Hospital Association. 


WHY NOT EDUCATE THE 
PUBLIC TO “AIDE?” 


I po Nor FEEL that the term “prac- 
tical nurse” is in any way satisfactory. 
It seems to be that this term tends 
to reflect on the nursing profession. 
We do not have “practical” doctors, 
dentists or lawyers, whereas we fre- 
quently have understudies in these 
professions to carry out non-profes- 
sional duties. 

I do not like the use of the word 
“nurse” in any combination to 
designate the subsidiary worker. I 
personally would prefer the word 
“aide” with no qualifying words. 
Some have advocated “paid aides,” 
but this seems to be superfluous as 
it is assumed they would be paid. 

And I have never liked the words 
“nurse’s aides” as I am sure all of 
you will agree that these people 
serving in the hospitals during the 
war did many things that had no 
connection with the professional 
side of the hospital. 

Why not then establish the word 
“aide” for these workers and then 
educate the public as to their duties 
just as we have educated them to 
know the duties of and services ex- 
pected of the “nurse.”—Lemis E. 
Jarrett, M.D., director, Touro In- 
firmary, New Orleans. 
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CALL FOR A 
HOFFMAN SURVEY 


HOFFMAN WILL FOLLOW THRU 
ALL 9 OF THESE STEPS FOR YOU 


A call to Hoffman will-speedily bring 
a competent engineer who will assist 
in all details of laundry planning. 


. ESTABLISH LINEN CONTROL SYSTEMS 


Your Hoffman contact assures you a source of 
authodritative information based on wide experience 
with modern practice in this field. 


3. PROVIDE MODERN LAUNDRY LAYOUT 


Hoffman laundry floor layouts provide minimum 
handling, and a smooth forward flow of work 
that assures real operating economy 


4, FURNISH QUALITY EQUIPMENT 


Hoffman performance standards are well known. 
Our post-war equipment includes unique ma- 
chines especially designed for the hospital laundry, 


0. FOLLOW THRU WITH MAINTENANCE 


Hoffman further backs its machinery with a 
maintenance program that includes comprehensive 
instruction manuals, parts and service. 


U.S. HOFFMAN ')::) 003! 
Z CORPORATION 
? * * 111 Fourth Ave.,New York 3,N.Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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Service From" Feadquarters 


New Method Proves 
Institute Success 


The Institute on Basic Hospital 
Accounting and Business Proce- 
dures, conducted by the Association 
in cooperation with the University 
of Houston and held June 10-14 
on the university campus, differed 
from similar institutes in that uni- 
versity faculty members, and not 
hospital leaders, presented the estab- 
lished basic principles relating to 
accounting. Two coordinators later 
interpreted the principles in terms 
of specific application to the hos- 
ital field. 

At the closing banquet, Kenneth 
Williamson, representing the Coun- 
cil on Administrative Practice, de- 
scribed institute programs as an 
integral part of the American Hos- 
pital Association. Better hospital 
care through better personnel, he 
said, has real meaning and is one 


of the primary purposes of the Asso- 
ciation and all other hospital or- 
ganizations. 

A direct result of the meeting was 
the founding of the Louisiana Asso- 
ciation of Hospital Accountants. 
Joseph Hinsley, assistant director 
of Touro Infirmary, New Orleans, 
was named president of the new 
organization; and Jesse Morgan, 
business manager of the New Or- 
leans Eye, Ear, Nose and Throat 
Hospital, secretary-treasurer. 


Fire Protection 
Recommendations 


Albert W. Snoke, M.D., chairman 
of the Council on Hospital Plan- 
ning and Plant Operation, has 
written Robert Moulton, technical 
secretary of the National Fire Pro- 
tection Association, requesting the 
aid of that organization in prevent- 
ing unnecessary expense to  hos- 





pitals resulting from demands fo: 
the installation of fixed operating 
room lamps of the explosion-proo! 
type. This action was recommended 
by the Council on Hospital Plan- 
ning and Plant Operation at its last 
meeting after a study of a report on 
the subject submitted by its Safety 
Committee. 

Last fall when the council ad- 
vised the distribution of “Recom- 
mended Practices for the Use ol 
Combustible Anaesthetics in the 
Hospital Operating Room,” pub 
lished by the National Fire Pro- 
tection Association, the council 
issued a statement that this dis- 
tribution should not be construed 
as an Association endorsement of 
all suggestions contained therein. 

While the council has concurred 
in many of the recommendations, 
there are others which are not ac- 
ceptable. Accordingly, George H. 
Buck, superintendent of Mercer 
Hospital, Trenton, N. J., and the 
Safety Committee of which he is 
chairman, were instructed by the 
council to prepare a redraft of the 
recommendations for submission to 
the National Fire Protection Asso- 
ciation. 

Inasmuch as many of the recom- 
mendations will be retained as be- 
ing essential to the reduction of 
operating room hazards and in 
many communities will undoubted- 
ly be embraced in revised codes, it 
has been suggested that hospitals 
planning new surgery units famil- 
iarize themselves with them. One 
aim of the Safety Committee revi- 
sion will be to separate into indi- 


¢s Surveys 


. . - enabled these hospitals to eliminate guesswork in 
future planning 


@ We only have room to show pictures of four of the dozens of hospitals that have profited 


vidual sections the recommenda- 
tions for structural requirements as 
contrasted with those sections deal- 
ing with administrative procedure. 


through recent surveys made by our consultants. Shown above are . Joseph’s Hos- 
pital, Lorain, Ohio (2) Allen Memorial Hospital, Waterloo, lowa (3) City Hospital, Columbus, 
Ga. (4) Munroe Memorial Hospital, Ocala, Fla. 

@ Other recent surveys include Chenango Memorial Hospital, Chenango, N. Y.; Presbyterian 
Hospital, San Juan, Puerto Rico; Deaconess Hospital, Billings, Mont.; City Hospital, Pontiac, 
Mich.; St. Luke’s Hospital, Cedar Rapids, lowa; Cortland County Hospital, Cortland, N. Y.; 
Women’s Hospital, Detroit, Mich.; Mercy Hospital, Baltimore Md.; Ohio Valley General 
Hospital, Wheeling, W. Va.; Methodist Hospital, Los Angeles, Calif.; Oswego Hospital, 
Oswego, N. Y.; etc., etc. 

@ Our surveys furnish you information as a basis for constructive planning—whether for 
new buildings or remodeling present ones. Inquiries are welcomed and will receive prompt 
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OFFICE OF WILLIAM HENRY WALSH, M. D. 
612 N. Michigan Ave., Chicago 11, Ill. 
Charles E. Remy, M.D., Director Floyd A. Blashfield 
Fellow Amer. Psychiatric Assn. Associate Director 


Charter Fellow American College Member American Association 
of Hospital Administrators of Engineers 


Council Distributes 
Calendar, Manual 
The Council on Association Re- 


lations is preparing a calendar of 
suggested meeting dates for early 
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gives correct light... 
at the correct angle... 
for each operation... 


Ee Castle No. 12 Surgical Light, mounted on a 6- 
foot rotating track, is easily and quickly adjusted to 
provide adequate, shadow-free light from any angle 
at any point in a 6-foot circle . . . along the surgeon's 
“AXIS OF VISION.” 

Versatility and simplicity of operation are built-in 
features of this Major Light. The nurse can point it 
from outside the sterile area, while universal focus 
for any surgical position makes further adjustment 
unnecessary. 

The multiple cone reflectors in the lamphead itself 
drive ample, soft, glareless light deep into the bottom 
of the incision, at the same time lighting the side 
walls with an equal intensity of the same guality 
illumination. 
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Cstle No. 12 LIGHT... 


This Castle No. 12 is universally accepted as the 
“working light” for the “working surgeon.” For 
further details, write: Wilmot Castle Co., 1276 Uni- 
versity Ave., Rochester 7, N. Y. 


rd 


2. Proper placement of the No. 12 for Mastectomy 





LIGHTS AND 
STERILIZERS 










distribution to secretaries of state 
and regional hospital associations. 
Principle aims of the calendar are 
to avoid overlapping of meetings 
and to assist in the planning of 
hotel reservations. 


The “Manual -.on Organization 
of State Hospital Associations As A 
Full-Time Endeavor,” recently com- 
pleted, is being mailed currently to 
association secretaries by the coun- 
cil. This publication: seeks to en- 
courage expansion and intensifica- 
tion of state group activities 
through emphasis on employment 
of a full-time staff. 


Dominican Republic Forms 
Hospital Association 


On May 12, National Hospital 
Day, the Dominican Hospital Asso- 
ciation was formed. In a letter to 
the Association’s public relations 
department, Barney N. Morgan, 
superintendent of Hospital Inter- 
nacional, Ciudad Trujillo, R. D., 
wrote the following excerpted de- 
scription of the republic’s observ- 
ance of National Hospital Day: 

“Hospital Day was celebrated on 
a national scale May 12. A meet- 
ing of medical directors and ad- 
ministrators of both government 
and private hospitals throughout 
the Republic was held in the Padre 
Billini Hospital (government) in 
the morning. The Dominican Hos- 
pital Association was organized 
and the directorate elected. The 
directorate was instructed to work 
on a constitution, plans of activi- 
ties, etc. Applications for member- 
ship are being received and will be 
acted upon as the bases are further 
defined.” 

Dr. Francisco E. Moscoso Puello, 
director of Padre Billini Hospital, 
is president of the new association. 
Mr. Morgan was elected secretary- 
treasurer. 


Public Education 
Contest Nears End 


With the August 19 deadline 
closing in, entries for the 1946 Hos- 
pital Public Education Contest 
awards should be assembled and 
forwarded to the Council on Public 
Relations without delay. 


The state association and the 
hospital council, together with in- 
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dividual hospitals, whose year-long 
public relations programs are 
judged outstanding will be pre- 
sented with awards at the Associa- 
tion’s annual convention in Phila- 
delphia. “Entries should include 
material on all public relations 
activity from May 15, 1945 through 
National Hospital Day, May 12, 
1946. 

The classification of awards and 
point score for selecting winners 
were announced in the July issue 
of HospirALs. 


Joint Institutes 
With Anesthetists 


The board of trustees of the 
American Association of Nurse An- 
esthetists has requested the Associ- 
ation to conduct a series of joint 
institutes. While plans are still in 
the formative stage, it is expected 
that the first institute will take 
place in the spring of 1947. 


Hazen Dick Resumes 
Association Work 


Hazen Dick, on leave of absence 
from the Association since last Sep- 
tember when he joined the United 
States Public Health Service, has re- 
turned to headquarters and _re- 
sumed the position of secretary of 
the Council on Administrative 
Practice. 

In Washington, Mr. Dick was 
chief of the Medical Supply Section 
of the Office of Surplus Property, 


States Relations Division. The de- 
partment operated as an approval 
agency for the disposal of surplus 
supplies and equipment to the 
health field. 


War Department Aide 
Visits Headquarters 


Ross Garrett, civilian consultant 
to the War Department, conferred 
with staff members recently on As- 
sociation assistance in problems in- 
volving administrative practice in 
general hospitals. His interest lay 
primarily in institute participation 
and medical record librarian activ- 
ities. 


No Index Covering 
First Six Months 


As was announced earlier, the 
Association will not prepare for 
distribution an index to Hospirats 
for the first six months of 1946. 
Conforming, rather, to the proce- 
dure inaugurated last year, a com- 
plete twelve-month index will be 
bound into the December 1946 is- 
sue of the journal. 


Publish Public 
Relations Study 


The Association’s public rela- 
tions program has recently been 
chosen for publication by the edi- 
torial board of Public Relations 
News as one of the 20 best public 
relations case studies of 1945. 
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ciation. 


MEDICAL RECORDS: Dallas, Texas 
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A CALENDAR OF ASSOCIATION INSTITUTES 

A calendar of forthcoming Association institutes including dates, places and 

eligibility rules follows. Each institute is limited in attendance and persons 

completing each institute will be awarded a certificate. 
PERSONNEL MANAGEMENT: Palo Alto, Calif. 


**Eligible: Administrators, assistant administrators and personnel officers who are personal mem- 
bers of the American Hospital Association or employed by hospitals having institutional Associa- 


*Eligible: Medical record librarians, other persons working in medical record departments and 
administrators. Registrants must be A.A.M.R.L. members, or personal members of the American 
Hospital Association or be employed by hospitals having institutional membership in the Asso- 


*Eligible: Medical record librarians, other persons working in medical record departments and 
.L. members, or personal members of the American 
Hospital Association or be employed by hospitals having institutional membership in the Asso- 


For information address: 
*Council on Professional Practice, American Hospital Association, 18 East Division St., Chi- 


**Council on Administrative Practice, American Hospital Association, 18 East Division St., 


August 26-30 


August 26-30 


December 2-6 
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Why Not 
DISCARD MEDICAL RECORDS 
AFTER 25 YEARS? 


HE QUESTION, “‘How long should 
| poker medical records be 
stored?” has been repeated with- 
out satisfactory answer at every 
major hospital convention within 
memory. Although the consensus 
has been that such records should 
be preserved permanently, the con- 
stantly recurring and growing prob- 
lem of inadequate and inaccessible 
storage space continues to plague 
medical record librarians and hos- 
pital administrators. 

Those who have been confronted 
with the need of building addi- 
tional storage space for medical 
records are wondering if this re- 
curring problem is not creating a 
situation in which “the tail is wag- 
ging the dog.” The recent intro- 
duction of the microfilming process, 
providing a space saving and legally 
acceptable method of preserving 
medical records, offers an apparent- 
ly satisfactory compromise. We wish 
to point out, however, some of the 
limitations of the microfilming 
process and to suggest a more con- 
crete solution to the problem. 

‘he medical record has well rec- 
ognized values to the patient, hos- 
pital, physician, in legal defense, 
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public health, and medical research. 
It should be equally evident, how- 
ever, that there must be a time 
limit beyond which these values of 
the medical record no longer apply 
in a practical sense. By observation 
and experience, it is possible to de- 
termine in any hospital an accept- 
able period of maximal usefulness 
of medical records which may be 
applied to govern the length of 
their storage. 

Foremost in any consideration of 
this question are the legal require- 
ments involved. Specific directions 


_ by law concerning the retention of 


hospital medical records are lack- 
ing. There remains, however, the 
need for retaining such records for 
a period of time sufficient to com- 
ply with existing statutes of limita- 
tions so that proper protection is 
provided for the patient, the hos- 
pital and the physician against 
claims for damages or other litiga- 
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tion. It should be borne in mind 
in this connection that statutes of 
limitations apply after attainment 
of the age of majority by minors. 

Beyond the period required for 
such protection the practical value 
of the old hospital medical record 
may properly be questioned. Gen- 
erally speaking, its importance and 
use as a reference upon readmission 
of the patient decreases as it be- 
comes older. This may be confirmed 
by a check of the frequency of calls 
for former admission records. Sim- 
ilarly, the value to the hospital for 
“medical audit” purposes is essen- 
tially limited to current records, 
using for. comparison those of re- 
cent years. 

As a basis for continuous and in- 
formal postgraduate education, the 
physician finds modern medical rec- 
ords of greatest value and rarely 
refers to old medical records for 
teaching purposes. Recorded data, 
particularly concerning communi- 
cable diseases, are helpful to public 
health officials, but are not request- 
ed beyond a limited period. 

Questions are being raised as to 
how long medical records remain 
of practical value for research proj- 
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ects and concerning the periods of 
time ordinarily covered in clinical 
research studies involving reference 
to hospital medical. records. Ob- 
servations of the authors, verified 
by actual check, reveal that typical 
research studies conducted by mem- 
bers of the medical and house staffs 
cover periods of 5, 10, 15 and 20 
years, with studies of records 5 years 
old or less constituting the majority 
of all clinical research projects. 


The widespread lack of any sys- 
tematized hospital medical records 
prior to the emphasis placed upon 
their improvement by the American 
College of Surgeons in 1918 makes 
it unlikely that there would be 
much of value found beyond that 
date. 


During the past decade the ad- 
vent of sulfa drugs, blood and 
plasma, and antibiotics has tended 
to concentrate clinical research 
upon problems associated with 
their use. Under these circum- 
stances, one feels justified in ques- 
tioning the practical research value 


of medical records of 30, 40 and 50 
years ago. 

There remains the rare need of 
referring to a dusty, yellowed and 
brittle record for factual informa- 
tion, such as proof of birth or age, 
verification of residence for proof 
of citizenship and verification of 
family relationship. Occasionally 
reference to an ancient record is 
necessary to determine if an ap- 
pendectomy, cholecystectomy, neph- 
rectomy or some other operation 
was performed previously. Such in- 
formation should, of course, be 
available upon properly authorized 
request and can be preserved with- 
out the need of storing the com- 
plete medical record as will be 
shown later. 


Does the microfilming process 
answer satisfactorily the problem 
of how long to store medical rec- 
ords? From the legal and space 
saving aspects all requirements 
seem to be met acceptably. From 
the viewpoint of ready availability 
of information from the micro- 


filmed record there is a _ difier- 
ence of opinion—depending upon 
whether one consults the hospital 
administrator who is enthusiastic 
about this system or a member of 
the medical or house staff who is 
attempting to use it. 


In hospitals where physicians and 
interns have been accustomed to 
having previous admission records 
delivered to the floor, substitution 
of a film reader in the record room 
too often serves actually to discour- 
age a review of the past record be- 
cause it is less convenient. As a re- 
sult requests have been made for 
installation of film readers in the 
outpatient department and, in fact, 
on all floors. 


A comparable objection from the 
medical staff may be noted to re- 
viewing records for research in a 
film reader when physicians have 
become accustomed to the accessi- 
bility of original records selectively 
available through an index of dis- 
eases or operations. 


Finally, present-day costs of mi- 





Dr. MacEachern— 


A WELCOME POLICY CHANGE 


‘THE ARTICLE BY Dr. Frank C. Sut- 
ton and Dr. Fred Carter is most 
commendable and comes at an op- 
portune time. I am glad the authors 
had the courage to make a definite 
recommendation in regard to the 
preservation of medical records. 

After giving this matter long con- 
sideration and answering hundreds 
of inquiries as to the length of time 
medical records should be preserv- 
ed, I am naturally gratified to find 
a practical reply. Of course, I have 
firmly advocated the permanent or 
“patient’s lifetime” preservation of 
medical records or, more properly 
speaking, patients’ charts, which in- 
clude more than the clinical history. 


I have strongly supported the 
plan of microfilming medical rec- 
ords and do so yet, notwithstanding 
the inconveniences which Doctors 
Sutton and Carter refer to in their 
article. I am also convinced that the 
space required for the preservation 
of records is not a difficult problem 
if a good system of shelving and fil- 
ing is inaugurated. I regret to say 
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I believe that apart from nurses’ 
charts and notes, there are many 
hundreds and thousands of records 
not worthy of preservation under 
any consideration. Retaining of the 
summary information which the 
authors suggest, even to a greater 
extent than outlined, would be 
practical. ‘To make a clinical ab- 


Mrs. Hayden— 


stract of: the medical and nursing 
records would be difficult. 


From the standpoint of the Amer- 
ican College of Surgeons, which has 
sponsored the movement for better 
medical records during the past 27 
years, I know we will welcome the 
policy advocated in this article.— 
Malcolm T. MacEachern, M.D., asso- 
ciate director, American College of 
Surgeons. 


PROCEED, BUT WITH CAUTION 


SINCE THE INAUGURATION of the 
hospital standardization program in 
1918, the majority of hospitals have 
contended that records should be 
kept indefinitely. The problem of 
storage has entered into the picture 
and is a grave decision today for 
nearly every hospital in the country. 


Is it absolutely necessary to keep 
medical records indefinitely? My 
personal opinion is, “No;” how- 
ever, I am saying this with reserva- 
tions. 


We must first investigate the legal 


requirements of the state involved. 
Very few states have laws specific- 
ally relating to medical records, but 
all have statutes of limitation which 
must be respected and observed. 


It is realized that medical care 
grows more complex daily and that 
surgical techniques and new medi- 
cations are instituted for the ob- 
solete; consequently research is be- 
ing done on the more recent his- 
tories. 


The value of the record cannot 
be ignored, but in many instances 
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crofilming and multiple film readers 
are such that question is being 
raised concerning the justification 
for adopting a permanent method 
that requires spending thousands of 
dollars in preserving medical rec- 
ords which have largely outlived 
their usefulness. 

Many hospitals already are dis- 
carding parts of their medical rec- 
ords. Nurses’ bedside notes fre- 
quently are removed from the rec- 
ord at the time of the patient’s dis- 
charge or within two or three years 
after discharge. Similarly, x-ray 
films are being discarded within five 
to 10 years. Other examples under 
consideration for discard are inac- 
tive clinic records and records of 
uncomplicated minor operations, 
such as tonsillectomies. 

In view of the problems of per- 
manent record storage, the expense 
and other limitations of the micro- 
filming process, the questionable 
value of very old medical records 
and the fact that many hospitals are 
already discarding portions of their 


records, it is suggested that consid- 
eration be given to disposing of 
hospital medical records over 25 
years old, retaining a simple card 
file of factual information from 
each record destroyed. 

In this file such information as 
name, address, age, sex, dates of ad- 
mission and discharge, diagnosis 
and any operative procedures, could 
be obtained and preserved with a 
minimum of time, filing space and 
expense. In many hospitals, where 
the unit record system is in use, 
most of this information is already 
being obtained by means of dupli- 
cated admission slips which may be 
filed in the record room. Conform- 
ity with local statutes of limitations 
should be verified to insure proper 
protection within the 25 year pe- 
riod. 

It is realized that this proposal 
may not meet with approval in cer- 
tain medical school affiliated hos- 
pitals where more extensive re- 
search projects or other reference 
use may make permanent record 


storage seem desirable. If one were 
to consider, however, the serious de- 
ficiencies in information sought 
from old medical records, as testi- 
fied to by almost every research 
worker, it would appear that their 
value is more theoretical than real. 
Would it not be advisable, instead 
of allocating considerable money to 
microfilming old records of dubious 
value, to spend the money in de- 
veloping better medical records for 
the future by providing more re- 
cording equipment or more medical 
secretarial service to staff physicians, 
residents and interns? 


The traditional feeling that medi- 
cal records should be preserved per- 
manently is wearing thin. There is 
ample evidence to demonstrate that 
their value and use are negligible 
beyond the length of one genera- 
tion. For the majority of hospitals 
the practice of discarding medical 
records after 25 years would seem to 
offer a less expensive and more prac- 
tical solution than has yet been 
advanced. 





an abstract would serve the same 
purpose and be just as valuable as 
many pages, some of which are only 
partially filled; and in the teaching 
hospital there is duplicate informa- 
tion on the majority of cases. 

Speaking from actual experience 
in the medical records department 
and from doing survey work I 
would say that a 25-year period is 
sufficient to retain the majority of 
medical records in their entirety. 
I realize that a number of my own 
profession are going to disagree 
with me in this decision, but we 
have a problem. Why not face it 
with an open mind? 

No records should be destroyed 
without first making a summary 
card, which carries name, address, 
age, sex, date of birth, dates of ad- 
mission and discharge, final diag- 
nosis, pertinent points in the his- 
tory (if there are any) and, if a sur- 
gical case, the complete operative 
procedure. This suggestion does not 
mean that every case would be ab- 
stracted. The ones of scientific 
value would be retained without 
disturbing the filing system used. 

Under the storage regime as out- 
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lined, as space becomes more and 
more of a problem, microfilming of 
the abstract cards might well be in- 
stituted. In this instance there 
would be no added expense of pre- 
paring charts for filming. 

In conclusion may I state, “Look 
before you leap, but leap.” New 


Miss Gorgas— 


methods must be developed as hos- 
pitals are spending hundreds of dol- 
lars annually on the preservation of 
records and maintenance of record 
departments.—Adaline C. Hayden, 
R.R.L., executive secretary, Amer- 
ican Association of Medical Record 
Librarians. 


RESULTS: BETTER RECORDS 


IT WOULD BE A great boon to the 
average non- university - connected 
hospital if it might discard medical 
records after the local statute of 
limitations had been complied with. 
Undoubtedly such hospitals could 
do a much more worthwhile job by 
encouraging the improvement of 
current records for present and 
future use, rather than investing 
further time and energy in the pre- 
servation of old records, many of 
which may have been poorly writ- 
ten, many reporting unimportant 
cases and many concerned with 
medical practices long since aban- 
doned. 


The writing of a geod history is 


of definite value to any physician, 
be he a member of the resident or 
attending staff, because it forces him 
to clear his thinking, review his 
findings objectively, state them con- 
cretely, and summarize conclusions. 
While properly prepared records 
may be very important for followup 
work by the physician or his succes- 
sor within a limited period or for 
research, their primary value is for 
the patient. He naturally will ben- 
efit most during the illness if his 
physician is analyzing his case me- 
ticulously, making a comprehensive 
study of the history, symptoms and 
physical findings, recording and di- 
gesting the facts thoroughly and ar- 
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riving at an accurate diagnosis 
for the most effective treatment. 
Inherently the interests of any 
hospital are, first, the proper care 
of the patient and, second, the ad- 
vancement of knowledge for its 
staff. Neither interest is met by 
spending thousands of dollars for 
preserving practically worthless old 
records, or even wasting good space 
storing them. The debt to former 


Await Legal Sanction of 


patients and staff members has, in 
the vast majority of cases, been met 
and can continue to be met by the 
patients’ register or a card file which 
provides a permanent record of the 
important historical facts needed 
to furnish proof of birth, residency, 
family relationships, diagnosis, op- 
eration, if any, and condition on 
discharge.—Nellie Gorgas, director, 
St. Barnabas Hospital, Minneapolis. 


THE MICROFILMED RECORD 


OTION PICTURES sometimes are 
M offered as evidence in court, 
for example, to demonstrate that a 
person claiming certain disability 
benefits under an insurance policy 
was able to engage in the activities 
which he alleged he had become 
disabled from performing.* 


‘Likewise, in a criminal prosecu- 
tion for incest, a microphotograph 
of a towel and the nature of stains 
thereon as a portion of an exhibit 
was properly admitted in evidence. 
There was evidence connecting the 
use of the towel with the defendant 
and sufficient proof as to the iden- 
tity thereof and that there had 
been no change in the condition 
and appearance of the articles iden- 
tified.? 


The day may not be distant 
when by means of special projec- 
tors as standard court equipment, 
the same as x-ray view boxes com- 
monly in use for the observation 
of x-ray films in court, the micro- 
film can be enlarged and the micro- 
photo marked in evidence. 


The projector now available for 
that purpose enlarges the picture 
to the original size of the sheet 
which was part of the medical 
chart. For such reference, the film 
roll is placed on the projector and 
the film is moved forward for 
demonstration by operating a han- 
dle. The operator uses the case 
record numbers appearing on the 
right hand corner of the sheets to 
be projected as a means of identi- 
fying the particular record and the 
corresponding film. 

When microfilmed records come 
into more extensive use, and 
neither the maker of the original 
record nor the person who photo- 
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graphed it, are any longer avail- 
able, other proof will have to be 
presented. The new form of authen- 
tication will have to have legal 
standing and the time will have to 
come for the various state legisla- 
tures to enact statutes for the ac- 
ceptance of microfilmed hospital 
records in evidence in all court pro- 
ceedings. 


Whatever the legal mechanics 
will be, it is clear that the question 
no longer will be how long to pre- 
serve a hospital record but how 
soon to microphotograph it.* 


At least two state legislatures 
have already given legal sanction 
to the microfilming of records and 
their admissibility in evidence, in 
the case of hospitals. Under the 
provisions of the New York act, the 
head of any department, commis- 
sion or board of any municipal 
corporation may have any or all 
records photographed, microphoto- 
graphed or reproduced on film of 
durable material. 

The device used must be one 
which accurately reproduces the 
original record in all details. For 
all purposes of evidence in all 
courts, the film is deemed an orig- 
inal record, while a_ transcript, 
exemplification or certified copy of 
the film is regarded as a certified 
copy of the original. 


Provision must be made to place 


the films in conveniently accessible 


files and to preserve, examine and 
use the records. Destruction of the 
original papers or records may be 
authorized by the proper author- 
ities.* 


In Massachusetts (Laws 194), 
Ch. 389) a law has been enacted 
which permits certain types of hos- 
pitals to have their records photo- 
graphed or microphotographe«, 
after which the original records can 
be destroyed. It then provides that 
such photographs or microphoto- 
graphs shall have the same force 
and effect as the original records 
from ‘which they were made and 
may be admitted in evidence to the 
same extent as the original record 
could have been admitted. 


Even in the absence of such a 
law, it would seem that the same 
rules of admissibility in evidence 
would apply as obtain with refer- 
ence to photographs generally. The 
courts have held that photography 
is a legitimate mode of proving any 
condition which can be shown by 
such representation and that photo- 
graphic copies of instruments in 
writing can be used as secondary 
evidence after a proper foundation 
for their introduction has _ been 
shown. 


If, therefore, a court was satisfied 
that the photographs were true and 
correct copies of records kept in 
the due course of business of a hos- 
pital,.and that the original records 
were no longer available, it would 
seem safe to say that photographic 
copies thereof would be admissible 
in evidence.® 

If the original record has not 
been destroyed, it may, of course, 
be subpoenaed and the filmed re- 
cording will be considered merely 
as a copy of the original record. If 
the original record has been de- 
stroyed, however, the photographed 
record can be used in evidence up- 
on satisfactory explanation as to 
the absence of the original and 
proof that the microfilmed record 
is an accurate copy. There is no 
question of intent to defraud in 
photographing a certain record 
when all records have been filmed 
consecutively for a given period or 
group.® 
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Some Opbstacles Overcome 


In Establishing a Basic 
FIVE DAY WEEK 


AST SPRING our hospital recog- 
| nized that it would be neces- 
sary to increase salaries substan- 
tially. Several plans were worked 
out for percentage raises, but we 
finally decided to combine salary 
increases with reduced hours of 
work. The more we studied the 
problem the more we became con- 
vinced that the best thing to do 
was to go the whole way and put 
in a basic five-day week in all de- 
partments at the same time. 


Fortunately, in the last four years 
we had made changes which laid 
the right foundation. Split shifts 
were abolished. Definite policies re- 
garding vacations, sick leave and 
leave of absence were put into ef- 
fect. All personnel except em- 
ployees of the dietary department 
were paid on a strictly cash basis. 
All employees were allowed to live 
wherever they desired. Those choos- 
ing to live in hospital property 
could rent space and have the same 
living conditions as if they were in 
non-hospital property. 

The first question we had to an- 
swer was: What are the working 
hours in the hospital? We had sev- 
eral classifications. Changing over 
to a basic 40 hour week brought out 
for the first time the actual number 
of hours people were working. In 
the system we inaugurated, it will 
be seen an advantage accrues to 
those with the shortest work week. 
Department heads rushed in to ex- 
plain some of the unknown bene- 
fits in extra half days that they had 
given to their employees. All de- 
partments had been short of help, 
and in some cases a few extra hours 
off had been given to people in 
order to keep them in the depart- 
ment. Once we announced our plan, 
however, we got the real facts on the 
hours everyone was working. They 
tan from 37 to 48 hours a week. 
There were 12 different sets of hours. 
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To put all persons on 40 hours 
at the same pay would mean that 
persons working 37 hours would 
work three more hours and have 
only the advantage of doing their 
work in five days. Whereas someone 
working 48 hours would receive the 
same pay for 40 hours and in addi- 
tion the advantage of working only 
five days. It was evident that no one 
set pattern would serve for all. 

Also some departments, notably 
nursing, had received very slight in- 
creases in pay during the war. Other 
departments had received steady 
increases and some departments 
where help was especially difficult 
to find were paid out of all propor- 
tion to their worth. These groups 
could definitely not be handled 
through a general rule. 

Our approach to the problem 
was as follows: 


1. Forty-five hours was consid- 
ered an average work week and the 
employees were to receive the same 
pay for 4o hours as they had re- 
ceived for 45, and their work would 
be concentrated into five days. 


2. Those working under 45 hours 
were given an increase in pay be- 
cause they were not being given as 
large a number of decreased hours 
of work. They also had the advan- 
tage of concentrating work into five 
days. 

3. Each department was given an 
allotment of hours per week to 
make up for the hours it lost 
through a decrease to a 40-hour 
week. 


4. All salaries except for the ad- 
ministrative payroll were changed 
to a weekly basis and then raised 
to an even dollar or half dollar. 
This gave a real hourly rate. Time 
out for meals was deducted from 
the work day. Therefore, those who 


had previously worked from 8 A.M. 
to 4 P.M. with a half hour for lunch 
had their work day increased from 
8 to 4:30 so that the 8-hour day 
consisted of actual hours worked and 
not hours spent in the hospital. Be- 
cause of the three shifts and time out 
for meals the graduate nurses were 
considered as working a 3714 hour 
week—five days at 714 hours. 

5. Department heads were al- 
lowed to increase their personnel 
to make up for the hours they had 
lost, or they could give overtime to 
any of the employees who desired 
to work more than 5 days. 

6. No one was guaranteed that 
the two days off would be consecu- 
tive, but department heads were in- 
structed to do everything within 
their power to make this possible. 

7. For nursing, laboratory, x-ray, 
and the like, the salaries were for 
people willing to work their share 
of evening and night shifts. No pre- 
miums were given for operating 
room, psychiatric, OB, and so on. 
Anyone not willing to work differ- 
ent shifts received a weekly salary 
amounting to about $2.40 less than 
the regular wages. Employees desir- 
ing those departments and shifts 
where it was hard to obtain people 
were given the regular salary. 


8. Pay periods were changed 
from semi-monthly to bi-weekly. 

9. Overtime was at time and-a 
half for some departments, straight 
time for other departments. 

10. No changes in hours or rates 
were made for five groups represent- 
ed by outside bargaining agents. 
These matters were handled direct- 
ly with their bargaining agents. 

11. All employees were notified 
on March 25, of new hours and pay 
schedules and told that the new pay 
rates were in effect as of March 15 
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and that hours would be adjusted 
April 1. 

Preparation for the plan entailed 
a tremendous amount of work in 
the accounting department. All em- 
ployees were listed with their pres- 
ent hours, monthly rate and hourly 
rate and the proposed new hours, 
increase in pay and new hourly rate, 
as well as the number of hours lost 
to their department. From this we 
established what we would have in 
salary increases and in cost of re- 
placing lost hours. 


At the same time a study was 
made of anticipated increases in 
supplies and the increased cost of 
free work. Then a study was made 
of rates in comparative hospitals in 
Chicago and proposals were made 
for increasing room rates and 
charges for auxiliary services. All of 
this information gave a very clear 
picture of how we would come out 
with our changes. 


Certain Facts Evident 


We have been at it now for three 
months. Naturally, it is too early to 
be definite on the outcome, but we 
have learned a great deal. Already 
certain facts are evident: 

It is comparatively easy to change 
over in the larger departments. 

It is difficult in some of the 
smaller departments working seven 
days a week as, for instance, the 
blood bank. 

It is very easy with personnel em- 
ployed in the offices. 

That bane of hospital progress— 
“hospitals are different, so it can’t 
be done”—was heard too often. 

Vacations and sick leave were 
granted on a weekly basis. This com- 
plicated matters as the basic week is 
now five days, and employees re- 
ceive 10 paid days of vacation and 
10 days of sick leave instead of 12. 
As our policy had not been very 
clear on holidays, we used the occa- 
sion to establish six holidays with 
pay each year. This, in a way, makes 
up for loss of vacation and sick 
leave pay. 

Union groups must be dealt with 
through their bargaining agents. 
Some general adjustments must be 
made because of union thinking. 

‘The question of overtime was an 
eye opener. There was definite op- 
position in some departments where 
we proposed time and a half for 
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work beyond 4o hours. The em- 
ployees were afraid that. if we paid 
time and a half for overtime, we 
would employ more persons and do 
away with overtime. Most em- 
ployees wish to get in as much over- 
time as possible, and therefore feel 
that at straight time they will have 
a better chance than at time and a 
half. 

Although we have an hourly rate 
for everyone in the hospital, salaries 
are quoted on a weekly basis—the 
laundry excepted. 

It is very hard for the majority 
of people employed in a hospital to 
understand figures. As a_ result 


among certain classes there may be 
a feeling that such a salary basis is 
more in the interest of the hospital 
than the employee. 


Some department heads had more 
difficulty than others in explaining 
the new system. We started out on 
the basis that department heads 
would make the announcement of 
changes in salary and hours to the 
personnel of their respective depart- 
ments. It would have been better 
had the department heads called a 
meeting of their employees, explain- 
ed the new program and then an- 
nounced that they had asked some- 
one at the top level of administra- 
tion to attend the meeting and help 
answer the questions. 

A tremendous amount of detail is 
involved-in setting up the plan be- 
cause each person must be given a 
slip showing former monthly pay, 
hours and hourly rate, new number 
of hours, new rate per week and per 
hour, and most necessary of all, the 
equivalent on a monthly basis. 
Also, those who work overtime, up 
to their former number of hours, 
must be shown what they would 
make in terms of a monthly salary 
compared to their previous month- 
ly salary. 

It is very difficult for one accus- 
tomed to a monthly salary to under- 
stand weekly salary and hourly 
rates. If it is hard for persons at top 
administrative levels, what is it for 
those in the lower pay classifica- 
tions? Too frequently employees 
compared new weekly rates with 
former monthly salaries divided by 
four instead of four and one-third. 

There must be a great deal of 
flexibility so that complaints and 
misunderstandings may quickly get 


right back to the top officials and 
immediate decisions may be mad 
and explained. 

We might be discouraged excep‘ 
for the fact that in three months 
our plan has advanced just as fast 
as, if not faster than, when we went 
on an all cash salary basis. Today 
cash salary is a settled question, and 
I am sure no one would want to go 
back to the old system. We hope ou 
new schedules will soon be as much 
beyond dispute as cash salaries are. 

Our plan was worked out quickly 
but thoroughly, because of the press- 
ing need for increasing salaries. For- 
tunately the budget committee of 
our board of trustees is composed of 
men of rare business ability, and 
there was no difficulty at all in gain- 
ing approval. In fact, the commit- 
tee went further in some matters 
than the administrative officers of 
the hospital had requested. Our as- 
sistant superintendents and _ad- 
ministrative assistants are very wide 
awake to what is going on today, 
and are in no way intimidated by 
the fear of changes. 


Reviewed Complaints 


I do not believe a change can be 
made to a 40-hour week unless a 
hospital is willing to increase its 
payroll substantially, and I don’t 
see how it can be done fairly unless 
the personnel is on a strictly cash 
basis. 

One good by-product of the 
change was that it forced us to re- 
view several of the employees’ 
complaints. When a _ complete 
change is made in hours and sal- 
ary, many long smouldering griev- 
ances come out into the light where 
they can be easily remedied. 

Many persons talk about shorter 
hours as the solution to the nursing 
problem. Since the plan has been in 
operation 80 per cent of our grad- 
uate nurses each week have asked 
for an extra day of work. Taking 
into consideration two weeks’ paid 
vacation, two weeks’ paid sick leave 
and six paid holidays, our general 
duty nurses earn the same as private 
duty nurses in Chicago. 

Our plan is flexible because it fits 
any pattern. Those who want more 
money can have it by working over- 
time. ‘Those who want more time 
off can get it because they are only 
required to work 5 days. The choice 
is theirs. 
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A Special Section on Dubencutosis Control 


PRESENTED HERE in collaboration with the U. S. 
Public Health Service is a portfolio of informa- 
tion on tuberculosis control. Emphasis is placed 
on the role of general hospitals and particularly 


on the routine chest x-ray. Especially useful is 


procedures and costs are involved, and how 
financial help may be obtained for this purpose 
by the general hospital that is bent on extend- 


the material on how a program is started, what 


y 


ing this community service.—The Editors. 








THE OPPORTUNITY 


UBERCULOSIS, WHICH REMAINS a 
b pene health problem all over 
the world, has been under concen- 
trated attack in this country for 
4o years. The greatest effort ever 
made to eradicate tuberculosis in 
livestock in the United States was 
begun about 1900. The result—to- 
day the milk we drink comes from 
tuberculosis-free dairy herds and 
the meat we eat comes from non- 
tuberculous animals. 


Viewed from the standpoint of 
all humanity, this remarkable 
achievement is little more than an 
impregnably secured beachhead; 
but for Americans it has meant 
practically complete elimination of 
all forms of bovine tuberculosis (es- 
pecially tuberculosis of the bones). 
Ultimately other countries must 
also reduce animal tuberculosis. 

Today, hospitals are participat- 
ing in the greatest direct effort ever 
made to eradicate tuberculosis in 
humans. This movement began 
rather slowly about 20 or 25 years 
ago with the introduction of tuber- 
culin testing programs for selected 
groups. ‘This was accompanied by 
construction of numerous sanatori- 
ums to care for discovered cases. 
Soon it was learned that physical 
diagnosis would not discover early 
cases, but that the x-ray could. 
Chere has been real progress. Na- 
‘tonal tuberculosis mortality rates 
have declined; some states and cit- 
ies have achieved mortality lows 
which were not even considered 
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as being possible forty years ago. 


Despite all this, it was not until 
about 10 years ago that the prospect 
of complete eradication became a 
foreseeable probability. The earlier 
programs, depending on tuberculin 
testing, physical diagnosis and lim- 
ited use of the x-ray, were too cum- 
bersome and expensive for univer- 
sal coverage and diagnosis of cases 
in their early stages. hese handi- 
caps—expense and lack of flexibility 
—were overcome by the develop- 
ment recently of photofluorographic 
x-ray equipment. It is largely be- 
cause of the photofluorographic 
method that there now appears to 
be justified optimism towards the 
problem of tuberculosis eradication. 


The Council on _ Professional 
Practice of the American Hospital 
Association believes that the imme- 
diate need is to extend the practice 
of routinely x-raying chests. This 
should be done in many different 
population units, such as industrial 
groups, cities, counties and in hos- 
pital admissions, outpatients and 
employees. The council is, of 
course, primarily concerned only 
with the hospital program. A few 
statistics and facts known to all 
hospital administrators may be 
worth repeating. 


Hospital admissions now exceed 
16,000,000 a year. There are other 


undetermined ‘millions who are 
seen in outpatient clinics. ‘These 
two groups lend themselves to rou- 
tine radiography; they are in hos- 
pitals which have the x-ray equip- 
ment and the specialists; there is 
a minimum of inconvenience to 
the patient; there is a minimum of 
expense to-the procedure; the per- 
centage of cases found is higher 
than in other large cross sections of 
the population. Furthermore, many 
of these persons would not be 
reached by programs directed at 
industrial or other population 
groups. Finally this is one of the 
largest organized groups available 
for routine programs. 


Hospitals which routinely x-ray 
chests of admissions, outpatients 
and employees give additional ser- 
vice to their patients and provide a 
new protection to the hospital. In- 
fectious cases may be segregated 
from other patients; the employee 
knows with which patients he must 
use added precautions to protect 
himself; in up to 10 per cent of 
patients non-tuberculous  condi- 
tions may be revealed. It is not in- 
tended here to exhaust the argu- 
ments in favor of routine chest 
radiography in hospitals. Those 
described are important enough to 
justify the procedure, if the routine 
is practicable—administratively and 
economically. It is noteworthy that 
the council program stresses prac- 
ticability rather than theory. 


Administrators want to know 
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about costs and types of equipment 
needed, maintenance and operating 
costs, personnel needed, record 
keeping and other routines, disposal 
of discovered cases, staff support, 
funding the initial cost and about 
methods which may be used to pro- 
vide funds for routine radiography. 
Once these answers have been ob- 
tained, hospitals proceed to do 
something. 


Two years ago the council sur- 
veyed all hospitals to determine the 
extent of routine radiography. Of 
104 hospitals reporting programs, 
further checking suggests that only 
a moderate per cent had a routine 
considered adequate today. On the 
other ‘hand, a few weeks ago at a 
regional hospital meeting a dozen 
or more administrators indicated 
their hospitals are now x-raying 
chests routinely. In one state two 
photofluorographic units have been 
purchased by local tuberculosis 
associations and placed in hospitals, 
and four more are on order, or 
have had funds earmarked for the 
purpose. The U. S. Public Health 
Service has approved, or will ap- 
prove, funds for state and local 
health departments with which to 
place several hundred x-ray units 
in hospitals. Many hospitals are 
setting up the programs on their 
own or other resources. This all 
indicates that when they know how 
to do it administrators do institute 
routine mass radiography. 


Cooperative Approach 


It is the present aim of the coun- 
cil to assist hospitals in obtaining 
information they require. Quite an 
extensive program is in process this 
year. The council through its joint 
committee with the American Tru- 
deau Society suggested a coopera- 
tive approach to a national pro- 
gram. As a result, the National 
Tuberculosis Association now en- 
courages local tuberculosis chapters 
to support this program and use 
their funds where indicated to pur- 
chase equipment for hospitals. The 
American Trudeau Society revised 
its recommendations to correlate 
with the new approach. And finally, 
in conjunction with the USPHS 
Division of Tuberculosis Control 
and the National Tuberculosis 
Association, a kit on mass radiogra- 
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phy in hospitals has been prepared. 
This will be released during the 
first week in September — barring 
unpredictable delays. 

Every administrator, whether his 
hospital is large or small, may profit 
by spending a few minutes with 
that kit. The material already pre- 
pared for it is most informative 
and helpful and its objectives are 
endorsed by leading professional 
organizations. This kit will have 
wide distribution to hospitals, tu- 
berculosis associations, health de- 
partments and similar groups. 


Other developments this year 
also merit attention. There is a new 
sound movie—“Routine Admission 
Chest X-ray in General Hospitals,” 
—which shows how a routine chest 
X-ray program may be conducted. 
There will be an exhibit on mass 
radiography at the Philadelphia 
convention, manned by specialists 
to consult with administrators. 
This same exhibit was shown at 
the American Medical Association 
convention in July in San Fran- 
cisco. Thus, many medical staffs 
have seen what administrators can 
see in Philadelphia a few weeks 
from now. This issue of HosPiraLs 
is largely devoted to tuberculosis 
and the role of hospitals in its dis- 
covery, treatment and control. 

The American Hospital Associa- 
tion manual on “The Management 
of Tuberculosis in Hospitals” has 
been completely revised and is now 
being printed. Each institutional 
member will receive a copy of the 
new manual, the first revision since 
1940. The Bacon Library is bind- 
ing into one booklet reprints of 
eight or ten carefully selected arti- 
cles on routine programs. This will 
be available on loan to institutions 
interested in routine radiography. 
These are some of the informative 
items developed and produced this 
year. It is the hope of the council 
that suggestions and comments will 
be forthcoming from many admin- 
istrators for council guidance in 
this very important hospital pro- 
gram. 

Hospitals generally are now much 
more interested than they were a 
few years ago in making their facil- 
ities available, not only for the care 
of tuberculosis cases, but for many 
other long term treatments, ~ such 
as those required for psychiatric 


patients and convalescents. It has 
been difficult to increase this typc 
of service because of crowded con 
ditions in hospitals. 

The institution of case-finding 
routine radiography by hospitals 
however, will bring general hospi 
tals face to face with the necessity 
of providing suitable facilities fo: 
temporary handling of some of th« 
discovered cases. The revised edi 
tion of the manual will be particu 
larly helpful. The manual presents 
clearly the detailed procedures 
which are necessary to safeguar« 
non-tuberculous patients and em 
ployees. 


May Expose Others 

Routine chest x-raying should 
not be deferred simply because of 
the fact that cases of tuberculosis 
will be discovered. These patients 
are in hospitals for other reasons 
in the first place. Failure to discover 
tuberculosis results in these undiag- 
nosed cases of tuberculosis exposing 
other patients and employees to 
tuberculosis. Until new construc- 
tion permits adequate care for 
tuberculosis itself, hospitals should 
be able—with the aid of the manual 
—to accept with safety tuberculosis 
patients for non-tuberculosis treat- 
ment. All hospitals admit patients 
with tuberculosis. Hospitals with 
routine chest radiography know 
which patients have tuberculosis; 
other hospitals do not. 

Human tuberculosis is under the 
most severe attack ever directed at 
it. The best thinking today appears 
to be that eradication will be ob- 
tained only after a long pull; that 
more intensive discovery programs 
will continue to increase the known 
cases for years to come; that the 
sensible course is to create the pro- 
grams and facilities necessary now 
to maximum discovery and ade- 
quate treatment. 

Many national, state and local 
organizations, and the individual 
units comprising them, are coor- 
dinating their efforts to eliminate 
this disease. The hospital has a 
dominant part in the program in 
that it can become a major case- 
finding agency by routinely x-ray- 
ing the chest of all patients on ad- 
mission, all outpatients and_ all 
employees. 
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USPHS photo 


FOR easy location of abnormal x-rays, holes are punched in these films used in mass chest radiography. They appear here as white dots. 
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THE ESSENTIALS 


OUTINE ADMISSION chest x-ray 
R examination for every hospital 
and clinic patient is a new and 
growing practice in medical care. 
Because this is a relatively new 
technique, a great many hospital 
administrators request detailed in- 
formation about its many aspects— 
financial, physical and operational. 

To meet demands for informa- 
tion and to make this easily acces- 
sible to all hospital personnel, the 
Tuberculosis Control Division of 
the U.S. Public Health Service re- 
cently completed a motion picture 
showing how routine admission 
chest x-ray service is carried out in 
a general hospital that operates a 
successful mass radiography pro- 
gram. 

The film is called “Routine Ad- 
mission Chest X-ray in General 
Hospitals.” It confines itself to de- 
tails and educational material of 
particular interest to hospital ad- 
ministrators, medical, nursing and 


AUGUST 1946, VOL. 20 


HERMAN E. HILLEBOE, M.D. 
MEDICAL DIRECTOR, CHIEF, TUBERCULOSIS 
CONTROL DIVISION, USPHS 


operating personnel. The film will 
answer most of the questions that 
hospital and medical groups ask 
about ‘mass radiography. 


The photography was done at 
University Hospital, Ann Arbor, 
Michigan, where routine admission 
chest x-ray with miniature film was 
inaugurated in 1941. Each year 
since then, more than 30,000 hos- 
pital and clinic patients have been 
examined in the admission chest 
x-ray unit. Nine per cent of all pa- 
tients are found to have chest ab- 
normalities; this figure compares 
very favorably with the results ob- 
tained by other routine examina- 
tions carried out in hospitals. 


The opening scene of the film 
emphasizes the need of chest x-ray 
for all patients by pointing out that 
the selected group of persons who 


enter hospitals for treatment are 
much below average in general 
health, and have three times as 
much chest pathology as is found 
in the general population. The 
narration points out that undetect- 
ed chest disease, particularly tuber- 
culosis, is a grave danger to the 
patient and creates a health hazard 
for hospital personnel. 

‘This is followed by a brief state- 
ment by Dr. Fred J. Hodges, pro- 
fessor, department of roentgenol- 
ogy, in which he outlines the rapid 
development of mass radiography 
and photofluorography and their 
successful application in military 
and civilian case-finding programs. 

The film then takes the audi- 
ence to the. admission chest x-ray 
unit and there depicts the step-by- 
step sequence from the time the 
patient registers. Actual case his- 
tories are reenacted and correspond- 
ing films shown to demonstrate the 
advantages and benefits of routine 
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chest x-ray. Operating procedures 
in the x-ray unit are shown in de- 
tail. The admission chest x-ray unit 
at University Hospital examines 
approximately 100 patients a day. 
One attendant manages this work 
load. 

The methods and equipment 
used for interpretation of miniature 
films are demonstrated, including 
the use of a simple “check off” form 
to record findings. Here the narra- 
tion emphasizes the fact that small 
films cannot be used for final diag- 
nosis, but serve only to detect ab- 
normality that requires further 
study with large chest films. 

Animated drawings show the 
operating principle of the electric 
phototimer. This device makes it 
unnecessary to measure the chest of 
the subject being x-rayed. The 
animated sequences also explain 
‘the difference between miniature 
film photofluorography and conven- 
tional x-ray. Similar sequences il- 
lustrate the floor plan of an admis- 
sion chest x-ray unit and the best 
methods for establishing an efficient 
routine that will not delay patients. 

The motion picture “Routine 
Admission Chest X-ray in General 
Hospitals” is part of a hospital 
mass radiography program spon- 
sored jointly by the American Hos- 
pital Association, the National 
Tuberculosis Association, and the 
USPHS. All professional and tech- 
nical personnel affiliated with these 
three organizations will find the 
motion picture a convenient meth- 
od for gaining up-to-date informa- 
tion about a subject which will be 
widely discussed in medical care 
groups within the next few years. 
Hospital groups considering the es- 
tablishment of a routine admission 
chest x-ray service will find that the 
film provides much administrative 
detail that will help in planning 
such a program. 

A second administrative aid is 
also available to hospital groups 
seeking information about routine 
admission chest x-ray. This is a sci- 
entific exhibit now touring the 
country under the auspices of the 
Tuberculosis Control Division, 
USPHS. It is called “Seeing Eye of 
Modern Medicine—Miniature Film 
Mass Radiography of the Chest,” 
and will be displayed at the Amer- 
ican Hospital Association conven- 
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FILM LOAN AND 
PURCHASE DATA 


The motion picture, Routine Admis- 
sion Chest X-ray in General Hospi- 
tals, may be borrowed for showings 
before professional groups from Tu- 
berculosis Control! Division consultants 
stationed in the district offices of the 
U.S. Public Health Service; state and | 
local health departments and tubercu- 
losis associations. The 16 mm. sound 
film runs 20 minutes. Prints may be 
purchased from Castle Films, Inc., 30 
Rockefeller Plaza, New York 20, N.Y. 
for $23 each. 














tion in Philadelphia, week of Sep- 
tember go. At that time a medical 
officer of the Tuberculosis Control 
Division will be on hand to provide 
consultation service for delegates 
interested in hospital, mass radiog- 
raphy. 

This exhibit was shown at the 
meetings of the New York State 
Medical Society, New York City; 
National Tuberculosis Association, 
Buffalo, and the American Medical 
Association, San Francisco. It has 
aroused a great deal of interest in 
admission chest x-ray service and 
has elicited many questions which 
indicate the type of mass radi- 
ography information sought by pro- 
fessional groups. 

The exhibit features the chest 
x-ray examination of clothed sub- 
jects. This practice is based on re- 
ports of a scientific study which 
proved that no significant detail 
is lost on the x-ray film by permit- 
ting the subject to remain clothed. 
The study was conducted by Dr. 
Ira Lewis of the radiology section, 
Tuberculosis Control Division, 
USPHS, and reported in the July 7, 
1946 issue of Public Health Re- 
ports, under the title: ‘““Photofluoro- 
graphic Examination of the Cloth- 
ed Subject.” 

The elimination of disrobing is 
a very important factor in hospital 
routine admission chest x-ray. No 
floor space need be allotted for 
dressing rooms. Much less time is 
required for examinations; incon- 
venience to the patient is mini- 
mized. The small space required 
by the x-ray unit alone makes it 
possible to locate this equipment 
adjacent to the registration desk. 

Many exhibit visitors learned for 
the first time that all major x-ray 





manufacturers have miniature film 
x-ray units in production. The hos- 
pital has a wide choice of models 
to select from. The variations in 
price are not due to quality, but to 
the presence or absence of optional 
automatic features. Hospital ad- 
ministrators also have a choice in 
size of miniature film to be used. 
The exhibit displays the three types 
now in use—35 mm., 70 mm., and 
4 x 5 inch. The Tuberculosis Con- 
trol Division does not recommend 
any one type of equipment or size 
of film. It employs a variety of 
equipment and film of all sizes, 
and finds them all satisfactory. 

Radiologists visiting the exhibit 
are particularly interested in the 
diagnostic quality of miniature 
films. The technical aspects of this 
have been reported extensively in 
radiological journals. At the recent 
American Medical Association 
meeting several papers were pre- 
sented on this subject. All the stud- 
ies to date prove that miniature 
films detect any abnormality of the 
chest with.a high degree of accu- 
racy. The small film may not pro- 
vide sufficient detail to identify 
specific pathology, but it reveals 
any deviation from normal. Once 
the small film yields this informa- 
tion, identification of the abnormal- 
ity must be obtained with large film 
examination. 


Both the motion picture on rou- 
tine admission chest x-ray and the 
exhibit highlight the fact that mass 
radiography in the general hospital 
will discover chest abnormalities in 
nine per cent of all patients exam- 
ined. Some of this disease is previ- 
ously unsuspected, because early 
chest pathology seldom creates 
symptoms and is easily overlooked. 


Routine admission chest x-ray 
service will provide the hospital 
and the medical staff with a simple 
and practical means of discovering 
early remediable disease. The gen- 
eral hospital truly serves the com- 
munity when it provides facilities 
that encompass preventive medi- 
cine as well as treatment of known 
disability. Mass radiography is a 
simple, practical, efficient means ol 
broadening hospital service to re- 
duce the hazard of chronic disease 
and to protect the patient, hospital 
personnel and the general public 
from unknown infection. 
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THE FINANCES 


1 einen MASS RADIOGRAPHY, OF 
routine admission chest x-ray 
examination for every patient and 
employee, involves more than the 
services and cooperation of the hos- 
pital administration and staff. The 
followup of a patient or employee 
found to have tuberculosis, cancer, 
or certain types of heart disease will 
often involve non-hospital health 
agencies — official, voluntary, local 
and state—and may include the 
USPHS. 


All welfare agencies are interest- 
ed in the establishment of a hos- 
pital mass radiography program 
because it provides an efficient and 
valuable diagnostic service to large 
numbers of people, for better pri- 
vate and public health. 


Many successful hospital mass 
radiography programs now in exist- 
ence in public and private institu- 
tions were established as community 
projects and are partly or com- 
pletely financed by one or more 
civic groups or health agencies. 
This pattern of cooperative effort 
may well be followed in all parts 
of the country to the great benefit 
of the many hospitals now plan- 
ning introduction of routine admis- 
sion chest x-ray service. 

Both the American Hospital As- 
sociation and the ‘Tuberculosis 
Control Division of the USPHS 
receive many requests from hospital 
administrators for information con- 
cerning the purchase and mainte- 
nance of miniature film equipment 
for routine admission chest x-ray 
examination. A review of hospital 
mass radiography developments to 
date will explain the various finan- 
cial procedures now in use and the 
most suitable of these can be adapt- 
cd to the requirements of the indi- 
vidual hospital. 


There is a recent surge of interest 
in hospital mass radiography be- 
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cause for the first time the equip- 
ment is available on the open mar- 
ket for civilian hospital purchase. 
Equipment for efficient, low cost 
miniature film chest x-ray examina- 
tion was perfected just before the 
outbreak of World War II, and 
thereafter most of the units manu- 
factured were absorbed by military 
and governmental health agencies 
for large-scale tuberculosis case-find- 
ing programs. 

Hospital interest in mass radi- 
ography has been stimulated also 
by the educational program of the 
Tuberculosis Control Division, 
USPHS, established in July 1944. 
This program has been supported 
by local and state public health 
officials and by the National Tuber- 
culosis Association and its many 
chapters in all parts of the country. 
These agencies operate hundreds of 
mass radiography units for tuber- 
culosis case-finding in general popu- 


lation groups and strongly support 
the use of a similar technique in 
the general hospital. 

The following hospitals now 
have—or soon will have—miniature 
film equipment for chest x-rays of 
all patients and employees, loaned 
or donated by local tuberculosis 
associations: Hamot and St. Vin- 
cent’s, Erie, Pa.; St. Francis, Peoria, 
Ill.; Santa Clara County, San Jose, 
Calif.; Municipal, Kansas City, 
Mo.;’ Ancker, St. Paul, Minn. In 
Michigan the Kellogg Foundation 
provided funds for a mass radiogra- 
phy: unit at University Hospital, 
Ann Arbor. Hospitats reported 
previously on 10 institutions in 
Cleveland, for which photo-roent- 
gen units were purchased by the 
Cleveland Foundation. Several large 
mental hospitals purchased similar 
units with tax funds or health de- 
partment tuberculosis control funds. 


The conditions under which hos- 


SHOWN ABOVE is the enlargement obtained by using a viewer for reading miniature films. 
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pitals may obtain miniature film 
mass radiography units purchased 
with state or local health depart- 
ment tuberculosis control funds are 
not always clearly understood. A 
brief explanation of the procedures, 
principles and complex financial 
arrangements involved may _ be 
helpful. Future misunderstandings 
will be avoided if hospital adminis- 
trators have an opportunity to be- 
comé familiar with these technical- 
ities. Hospital administrators have 
been informed that photo-roentgen 
units may be obtained from official 
health agencies on a loan basis or 
as outright gift. In essence this is a 
correct assumption, but many vari- 
able factors enter into such a trans- 
action that when fully delineated, 
will reveal the limitations in such 
a plan. 


Units May Be Borrowed 


At the outset it must be stated 
that no photo-roentgen equipment 
is available directly from the 
Tuberculosis Control Division, 


USPHS, for permanent use by a 
hospital, but the division will soon 
have a few units to loan to hospitals 


on a short term demonstration 
basis. Mass radiography units pur- 
chased with federal tuberculosis 
control grants-in-aid funds made 
available to states are distributed 
or assigned at the discretion of state 
and local public health officials. 
Each state health department is an 
autonomous unit with full author- 
ity to administer the public health 
program within the state according 
to established laws, rules and regu- 
lations promulgated by the state 
or its political subdivisions. 


State tuberculosis control activ- 
ities are carried on in each state 
with tax funds raised locally. Coun- 
ties and municipalities do likewise. 
Until the Tuberculosis Control Di- 
vision, USPHS, was established in 
July 1944, there were no specific fed- 
eral funds available to assist state 
health departments in this work. 
For the period July 1, 1945 to June 
30, 1946, Congress appropriated 
$5,200,000 to be apportioned 
among the 48 states for tuberculosis 
control activities. Since states vary 
in population, per capita wealth, 
health facilities and health needs, 
these funds were divided on a 
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“matching” basis to take into con- 
sideration the variable factors. 


Each year the individual states 
participating in this state plan sub- 
mit to the USPHS an outline of 
needs which cannot be met by the 
regular state supported tuberculosis 
control program and which, if fi- 
nanced, could be fulfilled within 
the next year. It must be remem- 
bered that there are seldom sufh- 
cient funds to carry out all the 
activities health officials would like 
to make a part of the program. The 
states, therefore, plan to take care 
of the most urgent needs each year 


and to use the funds where the 


most good can be accomplished. 

Each state decides for itself which 
needs are most urgent, and how the 
grants-in-aid funds will be best ex- 
pended. At present there are no 
federal funds available for construc- 
tion and maintenance of tubercu- 
losis hospitals since there has been 
no appropriation for this purpose. 
If enacted, the Hill-Burton Bill, 
S. 191, with which hospital admin- 
istrators are familiar, will provide 
funds for some sanatorium con- 
struction. Current federal tubercu- 
losis control funds are ear marked 
for auxiliary activities. One of these 
is case-finding. 

Within each state, federal grants- 
in-aid funds are further distributed 
among county and city health de- 
partments for tuberculosis control 
work. If the allotment given a coun- 
ty or city is sufficiently large, part 
of it may be used for purchase of a 
photo-roentgen unit. Such a deci- 
sion would be influenced by many 
factors—the amount of tuberculosis 
in the community, lack of other 
case-finding facility (such as a pho- 
to-roentgen unit operated by a vol- 
untary tuberculosis association), 
ability of the health department to 
carry the maintenance and over- 
head expenses and the size and dis- 
tribution of the population to be 
reached. 

Neither state, county nor city 
health department relies entirely 
upon federal grants-in-aid funds for 
the purchase of mass radiography 
equipment. Regular local tax funds 
are often appropriated for this pur- 
pose. Many local tuberculosis asso- 
ciations have purchased. mass radi- 
ography units and turned them 
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over to health departments foi 
operation. 

Financial assistance for hospita 
mass radiography of the chest may 
be forthcoming from official health 
agencies in many ways. The agenc\ 
may prefer to pay the total cost o! 
one photo-roentgen unit, or to pa\ 
part of the cost of several hospital 
small film x-ray units. Complete 
mass radiography units range in 
retail cost from $6,500 to slightly 
over $10,000, depending upon thx 
number of automatic devices de- 
sired. For a large daily patient load 
the automatic devices are recom- 
mended, because they speed up the 
examination procedure, simplify 
operation and provide much more 
efficient service. In the long run, the 
more complete the unit, the greater 
the economy. 


Expect Large Demand 


Since the hospital mass radiog- 
raphy program is still young, it is 
likely that the demand from hospi- 
tals for photo-roentgen units pur- 
chased with state or local tubercu- 
losis control funds will exceed 
realization. This is not said to dis- 
courage applications, but to assure 
understanding of the problem faced 
by public health officials at this 
time. In spite of this temporarily 
difficult situation, the general hos- 
pital really interested in a minia- 
ture film admission chest x-ray 
service should approach local and 
state tuberculosis control officers 
for consultation service. Health of- 
ficials may be able to suggest alter- 
natives that will provide the service 
in the near future 

Even though direct and immedi- 
ate financial assistance for mass ra- 
diography may not be available to 
the hospital through the health 
department, the health officer can 
provide technical data and advice 
for a program financed by other 
means. He may be able to suggest 
various methods for securing funds 
for purchase and maintenance of 
photo-roentgen service. He is ideal- 
ly situated to bring together the 
hospital administrator and the lead- 
ers of civic organizations interested 
in tuberculosis control. Together 
they may be able to work out the 
financial problem involved. 


Tuberculosis control is a com- 
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munity problem in which the 
participation of all community or- 
ganizations is an asset. If several 
organizations work together to es- 
tablish admission chest x-ray service 
in the hospital, the service becomes 
a community project in which all 
take pride. Such a program reflects 
favorably the hospital position as a 
community service—always a vital 
public relations need. 

The Tuberculosis Control Divi- 
sion of the USPHS is able to fur- 
nish data on photo-roentgen admis- 
sion chest x-ray service through its 
field personnel. Medical officers and 
other consultants of the division 
are stationed in cities throughout 
the country. These representatives 
are available for consultation at 
meetings of hospital administrators, 
medical societies and health organi- 
zations. 

Hospital administrators unable 
to take advantage of these meet- 
ings may call upon Tuberculosis 
Control Division medical officers 
stationed in USPHS regional offices. 
By special arrangement these off- 
cers will appear before professional 
groups to present information de- 
sired for a hospital mass radiog- 
raphy program. (See list at end of 
article.) 

Overhead and supplies, exclusive 
of the roentgenologist’s fee for in- 
terpretation, make the average min- 
iature chest film cost from 50 to 
go cents, depending upon the daily 
volume of examinations. The cost 
of film alone, before processing, 
varies from 1.5 cents per examina- 
tion to 10 cents, depending upon 
the size of miniature film used, and 
whether single or stereoscopic views 
are made. As a routine procedure, 
the cost of miniature film chest 
X-ray is approximately that of a 
routine blood count or blood test. 

Major items of overhead and sup- 
plies for mass radiography are the 
technician’s salary, film, and devel- 
oping solutions. The salary item 
should be calculated in terms of 
man hours because many hospitals 
will not examine a sufficiently large 
number of people each day to war- 
rant a fulltime chest x-ray unit 
operator. The modern photo-roent- 
gen unit is so simple to operate that 
any intelligent hospital attendant 
cen begin to do so after a short 
period of instruction. 
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A SPECIAL viewer for the interpretation of the 70 mm. size minature films is shown above. 


A hospital with fewer than 50 
to 75 small film chest x-ray exami- 
nations daily could utilize the part 
time services of an admission office 
clerk for operation of the mass ra- 
diography unit. No stenographic 
personnel and no additional cler- 
ical personnel are needed to handle 
the simple records devised for mass 
radiography.' No loss of income to 
the hospital need be expected be- 
cause of the amount of space re- 
quired for mass radiography. Com- 
pact units require only 3x10 feet of 
floor space and can be set against 
the wall in a wide corridor, hospital 
lobby, admission office, the main 
x-ray department or in a clinic 
waiting room. 

This type of installation is possi- 
ble because it is not necessary for 
the patient or employee to disrobe 


1. A Simple Record System for Gen- 
eral Hospital Admission Chest X-ray 


Service, 
issue. 


Hubert, Ivy, Hospitals, this 


2. Miniature Photofluorography of the 
Clothed Subject, Lewis, Ira, Public 
Health Reports, July 7, 1946. 


for chest x-ray,? which eliminates 
the need for dressing rooms and 
speeds up the procedure. Only two 
to three minutes are required for 
each examination. The simple pro- 
cedure involved is reduced to: (1) 
adjustment of identification data; 
(2) positioning of patient or em- 
ployee; (3) closure of a single expo- 
sure switch. Automatic devices con- 
trol the adjustment of all exposure 
factors. For 4x5 inch single or stere- 
oscopic films, the time required for 
filming the chest and for develop- 
ing and interpretation is slightly 
longer than for 35 mm. or 70 mm. 
roll film. 

In the Santa Clara County Hos- 
pital, San Jose, Calif., the photo- 
roentgen service will be maintained 
by the county tuberculosis associa- 
tion. In St. Francis Hospital, Peor- 
ia, Ill., the operator’s salary is paid 
by two public agencies—half by the 
Municipal Sanatorium and half by 
the Municipal Sanatorium District. 
Since this unit was purchased by 
the local tuberculosis association, 
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the only expense incurred by the 
hospital is that of supplies — esti- 
mated to be about $200 yearly. At 
this hospital no charge is made to 
the patient for the small film exam- 
ination. 

A New York hospital maintains 
a photo-roentgen unit for person- 
nel chest x-rays and for examina- 
tion of maternity patients in the 
clinic. In addition it has contracts 
with two large business firms to pro- 
vide regular chest x-ray examina- 
tions for their employees. A reason- 
able charge is made for the latter 
examination and this helps defray 
the cost of the service. Student tech- 
nicians operate the unit as part of 
their training course. Contract ar- 
rangements like this could be du- 
plicated in many large cities. 


The cost of interpretation or the 
roentgenologist’s fee will vary de- 
pending upon the type of institu- 
tion. In public hospitals where the 
roentgenologist receives a fixed sal- 
ary, no extra cost for interpretation 
may be involved. In teaching hospi- 
tals approved for radiology train- 
ing, resident physicians are assigned 
the interpretation of miniature 
films, at no extra cost to the hospi- 
tal. With practice, the trained 
roentgenologist can read 100 mini- 
ature films in approximately 30 
minutes. 

Tuberculosis associations have 
worked out a satisfactory arrange- 
ment with private roentgenologists 
for the interpretation of miniature 
films on an hourly fee basis. This 
system could be adapted to private 
hospitals when the roentgenologist 
is not compensated on a salary basis. 
The introduction of a miniature 
film chest x-ray program will not 
decrease the revenue of the main 
x-ray department. All small films 
revealing abnormality should — be 
and usually are followed by large 
film examination. Mass radiogra- 
phy in the general hospital will 
decrease the number of negative 
chest films made in the regular x- 
ray department, but will increase 
the number of patients referred for 
large film investigation of signifi- 
cant pathology. 

If the operation of an admission 
chest x-ray unit is not subsidized, 
the private hospital must devise a 
method to meet the cost of main- 
taining the service. The method of 
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choice is the payment of a fixed sum 
by each patient receiving this exam- 
ination. ‘The amount of the fee, and 
the method of payment are still 
much debated. 


Hospital administrators ask 
whether the admission chest x-ray 
examination should be (a) a sep- 
arate item on the hospital bill; (b) 
included in a slightly raised labora- 
tory fee; (c) or absorbed in a gen- 
eral x-ray department budget. Med- 
ical centers requiring the payment 
of a registration fee have added 
this cost to this item. No definite 
statement can be made concerning 
the amount to be charged the pa- 
tient for admission chest x-ray, or 
the best method for collecting the 
fee on an individual basis, because 
the cost of examination varies in 
each institution, and policies of 
collection vary equally. 

Both the American Medical Asso- 
ciation and the American College 
of Radiology have issued policy 
statements approving mass radiog- 
raphy as a sound public health and 
medical measure, and have outlined 
the conditions under which this 
approval is given. 


The use of mass radiography in 
the private hospital in no way de- 
tracts from its character as a public 
health measure, because selected 
studies prove conclusively that hos- 
pital patients, as a population 
group, have two to three times as 
much tuberculosis as does the gen- 
eral public. In the average adult 
population, the incidence of tuber- 
culosis is 12 cases per thousand. In 
general hospital groups—inpatients 
and outpatients—the incidence var- 
ies from go to 40 per thousand. In 
mental hospitals the variation rang- 
es from 60 to 150 cases per 1,000 
patients. These figures represent 
x-ray evidence of reinfection tuber- 
culosis, active or healed. 


Hospitals are interested in admis- 
sion chest x-ray service, not only 
because undiagnosed tuberculosis 
is thereby detected, but because hos- 
pital personnel is exposed to a 
great health hazard without such a 
routine procedure. The hospital 
medical staff is interested not only 
in early diagnosis of tuberculosis, 
but in early detection of other eas- 
ily overlooked chest diseases—car- 
diac pathology, tumors, lung ab- 
scesses, pleurisy, empyema, bronch- 


ial infections and bony abnorma!- 
1t1es. 

Pioneer hospitals are showing tlic 
way to conquer the practical pro)- 
lems involved in hospital mass r»- 
diography. These institutions have 
tested and perfected several metii- 
ods for financing the purchase and 
maintenance of miniature filin 
chest x-ray equipment and an ai- 
mission chest x-ray service. The 
improved techniques developed and 
the experience gained by these hos- 
pitals can now be used to great 
benefit by other institutions plan- 
ning to establish a similar casc- 
finding program. 

DISTRICT OFFICES 

Arrangements for Tuberculosis Control] 
Division medical officers to speak before 
professional groups may be made by writ- 
ing to one of the following district offices 
of the USPHS. The address should be as 
follows: District Director, U. S. Public 
Health Service, District — Attn.: ‘Tuber- 
culosis Control Consultant. 


District 1 

Sub-Treasury Building 

15 Pine Street, New York 5 
Connecticut New Jersey 
Delaware New York 
Maine Pennsylvania 
Massachusetts Rhode Island 
New Hampshire Vermont 


District 2 

State-Planters Bank Building 

Richmond 19, Virginia 
Dist. Columbia Virginia 
Maryland West Virginia 
North Carolina South Carolina 


District 3 

852 U. S. Customs House 

Chicago 7, Illinois 
Illinois Michigan 
Indiana Ohio 
Kentucky Wisconsin 


District 4 
707 Pere Marquette Building 
New Orleans 12, La. 

Alabama 

Florida 

Georgia 


District 5 

1407 U. S. Appraisers Bldg. 

San Francisco 11, Calif. 
Arizona Oregon 
California Washington 
Nevada 


District 6 
(Puerto Rico and Virgin Islands) 
San Juan 18, Puerto Rico 


District 7 

417 E. 13th Street 

Kansas City 6, Missouri 
Arkansas Nebraska 
Iowa North Dakota 
Kansas Oklahoma 
Minnesota South Dakota 
Missouri 


District 8 

615 Colorado Building 

Denver 2, Colorado 
Colorado Utah 
Idaho Wyoming 
Montana 


District 9 

(New Mexico and Texas) 

831 Mercantile Bank Building 
Dallas 1, Texas 


District 10 

(Territory of Hawaii) 
233 Federal Building 
Honolulu, T. H. 


District 11 
(Alaska) 

P. O. Box 2568 
Juneau, Alaska 


Louisiana 
Mississippi 
Tennessee 


HOSPITALS 
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B33] SECOND QUARTILE 11.6 - 21.2 


(MM turd quartile 23.5 -329 
QM upper QUARTILE 33.3 -59.9 


















































































































































In statistics the word quartile designates a point so chosen that three-fourths of all 
the items of a frequency distribution are on one side of it and one-fourth on the other. 


PERCENTAGE of deaths from respiratory tuberculosis that occurred in the general hospitals in each state during the period of 1943-44. 
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THE STATISTICS 


NE OF EVERY FOUR DEATHS from 
O respiratory tuberculosis in the 
United States in 1944 took place in 
a general hospital. Of a total of 50,- 
712 deaths from respiratory tuber- 
culosis, 12,606 occurred in general 
hospitals and 14,496 in tuberculosis 
hospitals. Of the deaths from res- 
piratory tuberculosis in general hos- 
pitals, the mortality statistics do 
not indicate how many took place 
in special tuberculosis wards or out- 
side of such wards. We do have 
Statistics, however, concerning the 
number of beds assigned to tuber- 
culosis in general hospitals and in 
Sunatoria, and it is instructive to 
contrast these figures. 
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Figures collected in _1942* show 
that 17,168 beds in general hospi- 
tals were allocated to tuberculosis 
cases and 79,028 sanatorium beds. 
General hospitals maintain a ratio 
of 1.4 beds in tuberculosis wards for 
each death from respiratory tuber- 
culosis occurring in such institu- 
tions. Tuberculosis sanatoria main- 


*Although the deaths are for 1944, 
and the figures for beds are for 1942, it 
is likely that these ratios portray the 
relative positions for 1944, since few 
beds have been added in the interval. 


tain a ratio of 5.5 beds for each 
death from respiratory tuberculosis. 
These figures*indicate that general 
hospital tuberculosis beds are oc- 
cupied to a great extent by terminal 
cases. 


Although there has been a con- 
tinued decrease in the total number 
of deaths from respiratory tuber- 
culosis, the number of such deaths 
occurring in general hospitals has 
increased (Table I). In the prewar 
period, 1939-41, the average an- 
nual number of deaths occurring in 
general hospitals was 12,450 or 22.5 
per cent of all deaths from respira- 
tory tuberculosis. In 1944 the cor- 
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responding number was 12,606 or 
24.8 per cent. From the viewpoint 
of public health, it is encouraging 
to note that a greater number of 
tuberculosis deaths are occurring in 
medical institutions rather than in 
homes. This trend is noted in an 
increased percentage to tuberculosis 
deaths in sanatoria also. Table II 
shows that four-fifths of all institu- 
tional deaths from respiratory tuber- 
culosis occurred in public hospitals. 

Tuberculosis mortality and hos- 
pitalization data by race and sex 
are listed in table II. Non-institu- 
tional deaths are as numerous 
among whites as among nonwhites. 
By type of institution, a larger pro- 
portion of nonwhite than white 
deaths occurred in general hospi- 
tals. For both racial groups a greater 
proportion of females died of tuber- 
culosis at home—43.4 per cent for 
females; 31.3 per cent for males. 
More than a fourth, or 28.5 per 
cent of all deaths from respiratory 
tuberculosis among males occurred 
in general hospitals and only 19 per 
cent among females. Since women 
are generally in much closer con- 
tact with other members of the 
household and give intimate care 
to children, it is of considerable 
importance that such a large pro- 
portion of female deaths from res- 
piratory tuberculosis occurs outside 
of institutions, presumably at home. 


Varies by States 


There is a large state to state 
variation in the proportion of 
deaths in institutions from respira- 
tory tuberculosis. The accompany- 
ing map shows the state to state 
variation graphically for the two 
year period, 1943-44. 

The greatest utilization of general 
hospital beds for tuberculosis, as 
shown in terms of mortality, is not- 
ed in the Southwest. The least 
utilization is shown in the southern 
states to the East. In one-fourth of 
the states, less than 12 per cent of 
respiratory tuberculosis deaths occur 
in general hospitals. In the South- 
west more than one-third of all such 
deaths took place in general hos- 
pitals. The, proportions vary from 
a low of 6.3 per cent in Mississippi, 
to a high of 51.4 per cent in Nevada. 
(The percentage was 59.9 in the 
District of Columbia.) 
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The variations are due to many 
factors. One must consider the defi- 
nite provision of tuberculosis care 
in general hospitals, the policies 
governing the admission of tuber- 
culous patients, the availability of 
other institutional facilities in the 
community. A comprehensive anal- 
ysis of the interplay of these factors 
is beyond the scope of this paper. 
Nevertheless, it may be desirable to 
present certain indices which have 
a bearing upon such an analysis. 

Table III shows the percentages 
of tuberculosis deaths occurring in 
general hospitals over a two year 
period, 1943-44; the number of such 
deaths occurring in the home; the 
number of tuberculosis deaths in 
general hospitals per 100 beds in 
general hospitals assigned to tuber- 
culosis; the number of deaths per 
100 beds in tuberculosis sanatoria, 
and the number of sanatorium beds 
per deaths from respiratory tuber- 
culosis in each state. 

It is striking to note the number 
of deaths in general hospitals per 
100 general hospital beds assigned 
to tuberculosis. This ratio varies 
from 16.4 in Colorado to 1,360.0 in 
Kentucky. It becomes apparent 
from these ratios that in many 
states a large number of deaths from 
tuberculosis must be occurring in 
hospital facilities not assigned to 
tuberculosis. The ratios also sug- 
gest that in some general hospitals 
the tuberculosis beds are used pri- 
marily for terminal patients. 

There does not seem to be defi- 
nite correlation between the per- 
centage of deaths from respiratory 
tuberculosis occurring in general 
hospitals and the availability of 
general hospital facilities to care for 


such patients. There are apparent, , 


however, three general patterns gov- 
erning the distribution of data: 

(1) A high percentage of tuber- 
culosis deaths in the home, with 
relatively small numbers in general 
and tuberculosis hospitals. This pat- 
tern is typified in Mississippi and 
Georgia. 

(2) A moderate proportion of 
deaths outside of institutions, a 
high percentage in general hospi- 
tals and a low percentage in tuber- 
culosis institutions. Typical of this 
are Idaho and Louisiana. 

(3) A relatively small number of 
non-institutional deaths, a moderate 
proportion in general hospitals and 
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a, 


a high percentage of deaths in ti- 
berculosis hospitals. Examples «f 
these are Oregon and Connecticut. 
There are, of course, degrees of 
gradation among thése three pat- 
terns. 


From the point of view of public 
health, the third pattern is the most 
efficient and desirable and the first 
the least so. The most effective 
method of controlling tuberculosis, 
in the light of present knowledge, 
is isolation of infected persons, pref- 
erably in a tuberculosis institution. 
The extent to which this is being 
accomplished cannot be measured 
adequately by mortality statistics. 
It is known that persons dying of 
tuberculosis in institutions may not 
have been hospitalized sufficiently 
long to assure adequate protection 
of household and other contacts. 
This may be especially true of per- 
sons dying in general hospitals. 


Hazard Can Be Reduced 


Whenever a considerable num- 
ber of tuberculosis deaths occur in 
the homes of the community, a seri- 
ous source of tuberculosis infection 
exists and undermines other con- 
trol measures. The general hospital 
has an important role in reducing 
this hazard. By expanding facilities 
for care of tuberculous patients, 
particularly for patients during the 
pre-sanatorium period, the latter 
institution will be able to utilize its 
facilities for all patients needing 
long term care, or palliative treat- 
ment. ‘The general hospital can pro- 
vide the diagnostic service and 
short term care required by the 
large number of persons in whom 
case-finding programs discover mini- 
mal tuberculosis. Such a division of 
hospitalization services will mate- 
rially reduce the number of tuber- 
culosis deaths occurring in homes. 

The provision of short term care 
when early tuberculosis is first dis- 
covered is not possible generally be- 
cause of the shortage of sanatorium 
or tuberculosis hospital beds. If 
general hospitals can expand tuber- 
culosis facilities to meet this need, 
however, it is likely that the de- 
mand for such service will be re- 
duced within a decade, as the in- 
cidence of tuberculosis decreases 
and sanatorium construction in- 
creases. 
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FROM a public health viewpoint, it is encouraging 
to note that a larger number of tuberculosis deaths 
is occurring in hospitals rather than homes. (Table 1!) 


SINCE women are usually in close contact with their 
families, it is considered important that so many 
female deaths presumably occur at home. (Table II) 


THREE general patterns govern the distribution of 
data showing the percentage of deaths in hospitals, 
tuberculosis institutions, private homes. (Table III) 





Table [—Number and Per cent of Deaths from Respiratory 

Tuberculosis in Institutions by Type of Service and 

Type of Control: United States, 1939-41 Average, 
1943 and 1944, 








Number | Per cent 


1939-41 | 
average | 


1939-41 
average 


Type of Service and |— 


Type of Control 1944 1943 


1944 | 1943 





50,712 |52,407 |55,444 hea 100.0 |100.0 





Deaths not in 
institutions. ..|18,242 |19,866 |24,519 | 36.0 | 37.9 | 44.2 
Deaths in insti- 
tutions 32,470 |32,541 |30,925 | 64.0 | 62.1 | 55.8 


Type of Service: 
General hospitals. |12,606 |12,544 |12,450 | 24.8 44.0 
Tuberculosis 
hospitals. ...|14,496 |14,568 |13,041 | 28.6 
Nervous and 
Mental institu- 
4,056 | 4,098 | 3,528 8.0 
Other institutions} 1,312 | 1,331 | 1,906 2.6 


Type of control: 
3,426 | 2,950 | 2,541 6.8 
7,969 | 8,138 |21,871 | 15.7 
County and city|15,157 |15,473 29.9 
_ Nonprofit. ..| 4,806 | 4,759 9.5 
Proprietary and 

unknown....| 1,112 | 1,221 22 
































Table II—Per cent of Deaths from Respiratory Tuberculosis 
in Institutions, by Type of Service, by Race and Sex: 
United States, 1943 and 1944, 








Type of Service Per cent of 

fos pe deaths 
uber- lervous not in 

Race and Sex Goent culosis & Mental ad institutions 


1943|1944/1943/1944|1943/1944/1943/1944/1943] 1944 











All races, both 
23.9|24.8 7.8} 8.0} 2. 37.9) 36.0 
27.7|28.5 FAL FA) -9|33.1| 31.3 
17.9|19.0 8.5} 8.6} 2. 45.6) 43.4 


| White male... ./27.1/27.3 8.1} 8.5] 2. 32.7| 31.4 
| White female. .|/16.7|17.2 10.0} 9.9} 2. 45.5) 44.0 
| Nonwhite 
29.5|32.2 5.1} 4.8} 3. 34.4) 31.2 
Nonwhite 

female 20.5|22.7 5.6) 1. 45.8) 42.4 
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Table III—Per cent of Deaths from Respiratory Tuberculosis 
in Selected Types of Institutions and Number of Hospital 
Beds Assigned to Tuberculosis Relative to the Number of 
Respiratory Tuberculosis Deaths: Each State, 1943-44. 








Total United 
States 


Alabama..... 


Arkansas..... 
California.... 
Colorado..... 


Connecticut... 
Delaware.... 
Dist. of Col... 


Kentucky..... 
Louisiana 


Maryland.... 
Massachusetts . 


Michigan..... 
Minnesota... 
Mississippi... . 
Missouri...... 
Montana..... 


Nebraska.... 

Nevada 

New 
Hampshire. . 

New Jersey... 

New Mexico. . 


New York.... 
North Carolina 
North Dakota. 


Oklahoma.... 


Oregon. 

Pennsylvania. 
Rhode Island. . 
South Carolina 
South Dakota. 


Tennessee.... 


Virginia...... 


Washington... 
West Virginia. 
Wisconsin. ... 
Wyoming.... 








Per cent of 

respiratory 

tuberculosis 
deaths in 1943-44 


in: 


Gen- 
eral 
hos- 

pitals 


24.4 


7.5 
35.8 
7.6 
47.6 
45.6 


18.9 
79 
59.9 
27.4 
8.8 


36.4 
17.7 
21.2 


8.5 





Tuber- 
culosis 
hos- 
pitals 


28.2 


11.6 
17.4 
22.5 
24.2 
18.5 


48.8 
51.2 
23.7 
y 7 & 
12.8 


5.6 
29.7 


26.0 | . 


33.0 
26.1 


12.4 

7.5 
39.2 
37.0 
46.0 


45.3 
43.4 

7.1 
25.2 
28.0 


21.4 
12.8 


35.8 
50.1 
21.8 


37.6 
34.1 
39.4 
28.5 
19.2 


42.4 
24.7 
40.1 
43.9 
32.1 


16.7 
14.5 
31.6 
37.6 
25.2 


33.9 
29.8 
48.3 
30.5 


Homes 


Respiratory 
tuberculosis 
deaths in 
general 
hospitals 
(1943-44) 
per 100 
general 
hospital 
beds 
assigned 

t 


lo 
tuberculosis 
(1942) 


Respiratory 
tuberculosis 
deaths in 
tuberculosis 
institutions 
(1943-44) 
per 100 
beds in 
tuberculosis 
sanatoriums 


(1942) 


Number 


° 
tuberculosis 
sanatorium 
beds (1942) 
per 
respiratory 
tuberculosis 


s 
(1943-44) 











73.2 


257.1 
32.9 
228.6 
61.1 
16.4 
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THE RECORDS 


OUTINE ADMISSION chest x-ray ex- 
R amination for all hospital pa- 
tients and personnel is a health 
service being adopted rapidly by 
general hospitals throughout the 
country. As yet no uniform record 
system has been developed for this 
purpose. It is interesting to note, 
however, that all the record systems 
in use for admission chest x-ray 
service have one feature in com- 
mon: a simple “check off’ form 
similar to the one shown here is 
used to record and report the film 
findings. 

The clerical procedures devised 
for hospital mass radiography 
should meet three minimal require- 
ments: (1) rapid recording and re- 
porting of basic x-ray findings; (2) 
a means of locating films without 
reference to an additional or sep- 
arate card file or index; (3) a sim- 
ple method for accurate and com- 
plete reporting to the health de- 
partment of pulmonary tuberculosis 


or other communicable chest dis-_ 


ease. 

The printed form illustrated here 
is practical and adequate for report- 
ing admission chest x-ray findings 
because the majority of hospitals 
with mass radiography programs 
utilize miniature film for this rou- 
tine examination (35 mm., 70 mm., 
or 4 X 5 Inch). Small film chest 
x-ray is a screening device only and 
serves a limited purpose similar to 
that of a routine urine or blood ex- 
amination. Such admission routines 
are designed to detect abnormality 
or to rule it out. They are not ex- 
pected to provide complete identifi- 
cation of specific disease. They as- 
sure the busy practitioner that no 
unsuspected abnormality will be 
overlooked and indicate to him 
which physical deviations from 
normal require further investiga- 
tion, or need not be considered in 
the diagnostic work up. 
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The limited purpose of admis- 
sion chest x-ray can be fulfilled by 
a simple report form and the use of 
such a record makes it possible to 
maintain a large volume of clerical 
routine on a regular daily schedule. 
Overcrowded hospitals and a short- 
age of trained personnel require 
prompt reporting of admission ex- 
aminations, so that the hospital can 
render maximum service to the phy- 
sician and patient within the short- 
est possible time. 

The entire procedure of record- 
ing and reporting small film chest 
x-ray findings is carried out by 
merely checking the proper item on 
the printed form illustrated. ‘This 
checking is done by the roentgen- 
ologist as he reads each film. Use 
of the ballot-style report form elim- 
inates the need of clerical assistance, 
dictation and transcription of find- 
ings and a separate filing system. 
The original report, once checked, 
becomes a part of the patient’s hos- 
pital record and no duplicate need 
be filed elsewhere for reference. 


The printed form is both x-ray 
requisition and report of findings. 
The upper half is an exact dupli- 
cate of the standard hospital ad- 
mission record. It is filled in or com- 
pleted simultaneously with the ad- 
mission record —in longhand, by 
typewriter or by ditto-duplicator— 
as a carbon copy at the time the 
patient registers. It is given to the 
patient and he is instructed to take 
it to the x-ray unit, which is almost 
always located adjacent to the ad- 
mission office. 

The x-ray unit operator utilizes 
the admission data to further re- 
duce clerical routine. The patient’s 
hospital number becomes the film 
number, and the date of admission 
becomes date of x-ray examination. 


This dual use of identification data 
automatically eliminates the need 
for a separate cross-index for lo- 
cating chest films later, because the 
information needed is easily avail- 
able in other files maintained by 
the hospital. The miniature chest 
film will be referred to infrequently 
because most films revealing abnor- 
mality will be followed by large 
film investigation. The full size 
chase film then becomes the object 
of reference. 

Some hospitals number the case 
history according to a unit system, 
others according to serial system. 
This need not interfere with the 
use of the case number for admis- 
sion chest x-ray. Even though hos- 
pital files may contain several min- 
iature chest films all bearing the 
same unit case number, because the 
patient is readmitted frequently, 
the specific film desired can always 
be located by date. Health officials 
recommend that patients be x-rayed 
annually and personnel biannually 
or annually depending upon type 
of occupation. If a hospital read- 
mits patients frequently, the sched- 
ule of annual reexamination can be 
controlled by having the registra- 
tion clerk question each patient 
concerning the date of last routine 
chest x-ray examination. 

Miniature chest films are stored, 
filed and reviewed in the same man- 
ner as microfilmed case histories. 
Microfilmed hospital records are on 
rolls of film labeled by first and last 
case number and the individual 
record desired is located on the roll 
by case number. The case number 
data is obtained by consulting the 
patients’ index in the record de- 
partment. Small chest films are left 
intact on the roll throughout de- 
veloping, drying and interpretation 
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and are filed as a strip of film rather 
than cut apart. 

The strip of film exposed each 
day will be long or short, depend- 
ing upon the volume of work being 
done in the hospital admission 
chest x-ray unit. One or more strips 
are stored in a round tin container 
resembling a pill box and filed ac- 
cording to date or dates of exami- 
nation. A specific film or chest im- 
age is located by consulting the 
patient’s card index in the record 
department for case number and 
date of admission. 

Filing cabinets with shallow 
drawers are available for film stor- 
age. The lid of the individual tin 
containers is used to record the date 
or dates on which the films were 
made. In the file the boxes or con- 
tainers are arranged according to 
date, so that it is a simple matter 
to find the correct roll of film quick- 
ly. The roil is then projected or 
reviewed until a single frame with 
the desired case number is located. 
One filing cabinet will hold as 
many as 100,000 miniature chest 
films. 

Roll film for mass chest radiog- 
raphy comes in lengths of 100 feet. 
This length provides 700 to 800 ex- 
posures of 35 mm. size; 350 expo- 
sures of 70 mm. size. Each day the 
length of film exposed can be cut 
from the main roll for developing, 
reading and storage. If only a short 
strip of film is filed daily, several 
can be stored in a single container 
to save space. 

The introduction of a hospital 
mass radiography program will in- 
volve a single additional report or 
circular. This is a reference list of 
patients whose small films show 
significant abnormality for which 
further x-ray study is recommend- 
ed. The report is made out by a 
clerk or the x-ray unit operator 
from the individual chest x-ray re- 
ports checked by the roentgenolo- 
gist. For example, a report might 
be made out like this: 

Admission Chest X-ray Service 
Daily Report for 7/20/46 

Further X-ray Study Recommended 
Case 
No. Ward 
4179 3-B 


Name Findings 
Doe, John Abnormal 
aorta 
4193 Clinic Jones, Mary Suspected 
Tbe. 
The report has many uses. If cir- 
culated to all wards daily, it re- 
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Name of Patient. 


{Name of Hospital) 


EL ETS: ANE TN rts ele 2 MONI a 


(Other Standard Admission Record Information) 


Ward Case Number... 








No Chest X-ray at Time of 
Admission 


Delayed Routine Chest X-ray 
on (date) 








Primary Tuberculosis 
Activity Undetermined 
Further Study Recommended 





Essentially Negative Film 
(Includes Minimal 
Pulmonary Calcification) 





Unsatisfactory Film; Repeat 
Miniature Film Examination 


Report of Routine Admission Chest X-ray Examination 


Other Chest Pathology or 
Abnormality 





Apparently Not 
Clinically Significant 





Significance Undetermined 
Further Study Recommended 








Circle Items to Indicate Type of 
Pathology. Specify Details under 
"Remarks." 
Cardiac 

Pulmonary 
Mediastinal 


Pleural 
Osseus 
Diaphragmatic 


Aortic 
Bronchial 








Probable Tuberculosis 
Activity Undetermined 
Further Study Recommended 





Suspected Tuberculosis 
Activity Undetermined 
Further Study Recommended 











Remarks 























INDIVIDUAL reports should be on full size, colored sheets to reduce the hazard of loss. 


minds the medical and nursing 
staffs that certain patients may be 
infectious and/or in need of fur- 
ther x-ray examination. It is a 
double check of “positive” cases 
should the original report be de- 
layed or mislaid. If kept on file in 
the x-ray department for-permanent 
reference, the report is a teaching 
aid, source material for research, 
valuable data for statistical reports 
and an excellent yardstick for eval- 
uation of the service rendered by 
the hospital mass radiography pro- 
gram. 

The patient’s individual report 
of admission chest x-ray is sent to 
the ward for filing in his chart as 
soon as it has been checked by the 
roentgenologist. To reduce the haz- 
ard of loss, misfiling and inadver- 
tent destruction, it is recommend- 


ed that the report be a full size 
sheet firmly attached to the case 
history and of distinctive color for 
instant recognition and easy loca- 
tion in the chart. Once the medical 
staff is accustomed to admission 
chest x-ray service, attending phy- 
sicians are quick to complain if re- 
ports of x-ray are delayed, or if 
patients “‘miss” the chest x-ray ex- 
amination at time of entry. 
Obviously, not all hospital pa- 
tients can be x-rayed at time of ad- 
mission. Critically ill or injured 
patients must be taken to wards or 
treatent units without delay. For 
such patients the omitted admis- 
sion routine examination can be 
taken care of during convalescence 
or as soon as ambulation is per- 
mitted. All clinic patients can be 
x-rayed at time of registration be- 
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cause most are fully ambulatory 
and report for care at specified 
hours. 

Any hospital maintaining 24 
hour admission service can provide 
concurrent chest x-ray examina- 
tion without additional personnel. 
A small film chest x-ray requires 
less than two minutes for: (1) ad- 
justing identification data; (2) posi- 
tioning the patient and (3) closing 
the single exposure switch. Auto- 
matic devices eliminate the need 
for adjusting exposure factors. The 
patient need only remove outer 
wraps, so no time need be allotted 
for disrobing and dressing.t Night 
shift admission office personnel can 
learn to operate a mass radiography 
unit in a very short time. The hos- 
pital with a large emergency or 
maternity unit will admit or give 
treatment to many ambulatory pa- 
tients during evening and night 
hours. Such an institution may find 
around-the-clock chest x-ray service 
the most practical method for se- 
curing maximum benefit from a 
mass radiography program. 


Assign Regular Number 

A few hospitals with admission 
chest x-ray services have contracts 
with non-hospital agencies or busi- 
ness firms for routine examination 
of new personnel and annual reex- 
amination of permanent personnel. 
Since most hospitals provide a con- 
siderable amount of medical care 
for their own personnel, the medical 
record librarians in such institu- 
tions find it practical to give all em- 
ployees and trainees a regular unit 
case history number, even if the 
care is on an outpatient basis. It 
has been found practical to extend 
this system to routinely x-rayed non- 
hospital groups. The method sim- 
plifies and unifies the reporting, 
filing and review of films and avoids 
many complications that would 
otherwise arise. 

The reader will note that the il- 
lustrated form provides space for 
checking “No routine chest x-ray 
on entry.” This is an optional fea- 
ture not listed on hospital mass ra- 
diography records to date. It is felt, 
however, that inclusion of this item 
has many advantages. 

1. Miniature Photofluorography of the 


Clothed Subject, by Dr. Ira Ft hee Pub- 
lic Health Reports, July 7, 
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A report in the chart stating defi- 
nitely that the patient had NO ad- 
mission chest x-ray reminds the su- 
pervising nurse and the attending 
physician that an important routine 
was missed. The clerk registering 
the patient will always know 
whether or not admission chest 
x-ray examination will be done at 
time of. admission. If not, it is a 
simple matter for the clerk to in- 
dicate this fact on the x-ray form 
and to forward the latter to the ad- 
mitting ward immediately. The at- 
tending physician on noting the 
omission of routine chest x-ray will 
waste no time tracing a report of a 
nonexistent film, and will be en- 
couraged to send his patient to the 
x-ray unit at a later date. When the 
patient is well enough to have a 
delayed admission chest film, there 
is already available in his hospital 
chart a completed requisition form 
which he can take with him. On 
receiving the requisition, the x-ray 
unit operator need only stamp or 
write in the date of delayed exam- 
ination in the space provided. 

In the future, positive evidence 
in the case history of an omitted 
chest x-ray examination will have 
other advantages. When mass ra- 
diography becomes an established 
routine in most hospitals and when 
the knowledge of such service be- 
comes widespread, hospitals will 
find themselves called upon more 
frequently for chest examination 
data. The demands will be medical 
and medico-legal. 

Hospital administrators and med- 
ical record librarians know from 
experience that it is always the sub- 
poenaed record or the clinically 
interesting case history sought for 
a staff program that invariably lacks 
some vital information normally 
found in all records. It is embar- 
rassing and exasperating to find 
such gaps, particularly when it is 
impossible to determine if missing 
information has been lost or is non- 
existent. Positive evidence of an 
omitted routine will clarify the sit- 
uation immediately, exonerate the 
hospital of responsibility for lack 
of data and avoid loss of time and 
effort spent trying to locate a non- 
existent film. The institution will 
not be open to criticism for being 
unable to prove that no admission 
chest x-ray examination was carried 
out. 
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If the hospital finds that mor< 
than one-fourth of all routine ches: 
x-ray films are made at times othe: 
than- admission, it will be time 
saving for the x-ray clerk to go di 
rectly to the hospital chart for dat: 
of x-ray in looking up old films. A: 
stated before, reference to old min 
iature chest films will be infrequent, 
so the need for reviewing the chart 
will not be too great a clerica! 
burden. 

The illustrated form provides 
space for “reportable disease data,” 
but this is merely a suggested title 
for another optional item not in- 
cluded on mass radiography reports 
now used. It is included on the ad- 
mission chest x-ray report form be- 
cause in the case history there is 
no other logical place to record 
whether or not a communicable 
disease of the chest has been prop- 
erly reported to the health depart- 
ment. 


Report Communicable Disease 


Public hospitals under health de- 
partment jurisdiction find it prac- 
tical to use a rubber stamp to in- 
dicate in a definite place on the 
patient’s chart that health authori- 
ties have been notified of a report- 
able disease. In such institutions, 
every case history listing a diag- 
nosis of a communicable disease is 
checked by record department per- 
sonnel when the patient is dis- 
charged. If the history sheets fail 
to show that the condition was ol- 
fically reported, a clerk makes out 
the proper notification card and 
has it signed by the physician or 
hospital deputy assigned this re- 
sponsibility. 

Public hospitals, by their very na- 
ture and function, are more con- 
scious of the importance of report- 
ing communicable disease than are 
the staffs of private institutions. 
Health officials have commented 
frequently on the lack of complete 
reporting of tuberculosis diagnosed 
in private hospitals. Death certifi- 
cates for 1944 indicate that 12,606 
patients died of tuberculosis in gen- 
eral hospitals during that year. A 
large number of such certificates 
show that the diagnosis was made 
only at time of death or at autopsy. 
The hazard of undiagnosed tuber- 
culosis in the general hospital is a 
major reason tor establishing a mass 
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radiography service. ‘This major 
purpose is invalidated unless the 
medical staff and the hospital ad- 
ministration assume the responsi- 
bilities inherent in a tuberculosis 
case finding program. 

Private physicians fail to report 
tuberculosis for two principal rea- 
sons: (1) making out a report to 
the health department is a chore 
and it is easy to put off and event- 
ually forget this detail; (2) the 
private physician may feel that his 
private patient will be unduly dis- 
turbed by investigations conducted 
by the health department, once the 
disease is reported to this agency. 
The second reason for not report- 
ing tuberculosis has doubtful merit 
or validity. In modern public health 
practice, investigation of tubercu- 
losis is channelled through the at- 
tending private physician. For the 
hospital mass radiography program, 
a satisfactory method of reporting 
tuberculosis and controlling inves- 
tigations can be worked out by dis- 
cussion between the medical staff, 
health officer and the hospitai. 


The chore involved in making 
out a report for the health depart- 
ment can be: lessened considerably 
for the physician by a simple hos- 
pital chest x-ray record system, 
mutually satisfactory to the medical 
staff and to the hospital administra- 
tion. The procedure for reporting 
tuberculosis should be simple and 
yet prevent lapses, omissions, du- 
plicate reporting and misreporting. 
Before it will operate efficiently, the 
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hospital and staff must agree on the 
following: (1) clearly defined cri- 
teria for making a diagnosis of 
tuberculosis; (2) compulsory listing 
of tuberculosis as a diagnosis when- 
ever these criteria are met; (3) a 
specific place in the case history for 
noting that the diagnosis of tuber- 
culosis has been or should be re- 
ported. 

The space headed “reportable 
disease data” on the admission chest 
X-ray report is a logical spot for item 
No. 3. The physician who chooses 
to send in a health department re- 
port himself can note in this space 
the date on which he sent the 
notification or he can insert “to be 
reported” if he wishes a hospital 
deputy to take care of this detail. 
In the medical record department, 
all case histories are carefully 
checked for various details before 
being indexed and filed. Such re- 
view could easily include a careful 
check of “reportable disease data” 
whenever a summary sheet lists a 
diagnosis of tuberculosis. 

When a report to the health de- 
partment is indicated by the diag- 
nosis, but no record of such report 
exists in the chart, the person check- 
ing the record can call this omission 
to the attention of the responsible 
physician or deputy. In this way 
gross reporting omissions will be 
averted, and the hospital will be 
making a significant contribution 
to patient welfare, hospital em- 
playee protection and public health. 


The reporting system outlined in 


no way interferes with the rights 
and privileges of the private phy- 
sician. He maintains complete con- 
trol of the reports made to the 
health department by listing or not 
listing “tuberculosis” as a final diag- 
nosis on the summary sheet. It is 
well understood that in many cases 
the x-ray findings will not have been 
sufficiently investigated during hos- 
pital stay to confirm the diagnosis. 
No report to the health department 
is called for until the physician has 
had a reasonable opportunity to 
prove or disprove the diagnosis. 

Medical record librarians will not 
object to the slight additional bur- 
den this record system entails. Hos- 
pital experience has made them 
keenly aware of the value of early 
diagnosis and of the need for re- 
porting diseases which require close 
follow up. They are more than 
familiar with hospital patient and 
employee tragedies due to lack of 
early diagnosis or lack of continued 
medical supervision. 

Routine admission chest x-ray 
service, or hospital mass radiog- 
raphy, must be associated with a 
simple and efficient system for re- 
cording and reporting the x-ray 
findings. The record system dis- 
cussed simplifies the work of filing 
films and the maintenance of basic 
reference data. This same system 
can be extended to assure complete 
and prompt reporting of all tuber- 
culosis found through a hospital 
case finding program of mass ra- 
diography. 
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THE MENTAL PATIENT 


UBERCULOSIS Is today recognized 
pe a problem of first importance 
in every mental institution. Until 
recently and, in fact, in many parts 
of the country now, patients suffer- 
ing from tuberculosis are admitted 
to these institutions without diag- 
nosis being made. Within the in- 
stitution a relatively large group of 
patients develop tuberculosis while 
in residence, without the disease be- 
ing recognized adequately. 

The problem of tuberculosis con- 
trol in state institutions for the 
care of the mentally ill has many 
peculiar variations from _ those 
found in the general hospital or the 
special tuberculosis hospital treat- 
ing normal individuals. These dif- 
ferences consist largely in the tech- 
niques of proper physical and sani- 
tary care; necessary differences in 
the housing problem; the hazardous 
employee exposure resulting from 
the behavior of the abnormal men- 
tal patient and from the complica- 
tions attending the therapies ap- 
plied as recognized standards among 
normal persons, but which cannot 
be used among mental patients. 

For a great many years those ex- 
perienced in the care of mental pa- 
tients have agreed that there is some 
connection between the mental dis- 
ease dementia praecox and the de- 
velopment of tuberculosis and that 
this is not altogether a matter of 
close confinement of patients in the 
institution. There appears to be 
some constitutional factor in the in- 
dividual suffering from dementia 
praecox which promotes a higher 
incidence of tuberculosis than is 
found among other mental dis- 
orders. In some institutions as high 
as 80 per cent of the deaths of de- 
mentia praecox patients have been 
reported as due to tuberculosis of 
the lungs. 

The percentage of dementia prae- 
cox cases with tuberculosis in rela- 
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tion to other mental disorders is 
probably higher than statistical fig- 
ures indicate. ‘There are many psy- 
chiatrists who believe that manic 
depressive symptomatology gives the 
same clinical picture in dementia 
praecox patients with manic or de- 
pressive mood swing, as is found in 
manic depressive cases. These are 
frequently misdiagnosed and are 
diagnosed as dementia praecox 
after more prolonged observation. 
They also feel that manic depres- 
sives have greater tendency to heal 
the disease and rarely come to au- 
topsy from this infection. 

The statistics, however, generally 
are very meager and uncertain as to 
relative incidence in the various 
mental disorders. A definite field of 
investigation as to the diagnostic 
criteria in specific mental diseases 
should be set up to aid the psychia- 
trist in classification of the disorders 
for more accurate differentiation of 
incidence of tuberculosis. 

According to the best informa- 
tion available it is doubtful whether 
tuberculosis itself contributes very 
much to the incidence or the pre- 
cipitation of mental disorders. One 
rarely finds a mental disorder due 
to the actual toxemia from this dis- 
ease, in spite of the fact that it is 
frequently associated with dementia 
praecox and other psychoses. 

Diagnosis of tuberculosis in the 
mentally ill is difficult. The subjec- 
tive history is often unreliable and 
the family histories not infrequently 
vague or not available. The pa- 
tients themselves often do not co- 
operate during physical examina- 
tion or history taking techniques. 
It is a general observation that 
mental patients with tuberculosis 
rarely cough and sputum is rarely 
obtained for diagnosis. This is at- 


tributed to the fact that the patient 
swallows his sputum. The only re- 
liable method for diagnosis in the 
mentally ill, therefore, is roentgen- 
ographic and this has its limitations 
even in expert hands. 


INCIDENCE OF TUBERCULOSIS 
IN MENTAL PATIENTS 

Until comparatively recently our 
available information as to the real 
incidence of tuberculosis in patients 
in mental hospitals has been very 
meager. We find little in the way 
of reliable statistics as to the mor- 
bidity, mortality, public health or 
economic angles of this problem. 
Without appearing to select my 
own state as an example simply 
because of its more readily available 
statistics, I shall use those of New 
York state because of my close as- 
sociation and familiarity with its 
methods of compilations and _ fa- 
miliarity with the sources. 

We examined a total of 73,658 
patients in the state hospitals dur- 
ing an initial examination from 
August 1941 to May 1944. Among 
these were found 4,133, or 5.6 per 
cent, having clinically significant 
tuberculosis and in need of isola- 
tion. Of the total examined, 34,946 
were male and 38,712 were female 
patients. 

The incidence was not the same 
when the two sexes were compared: 
2,327 male patients, or 6.7 per cent, 
and 1,806 female patients, or 4.7 
per cent, were found to have clin- 
ically significant tuberculosis. An 
analysis of the age groups shows 
that the highest percentage of clin- 
ical tuberculosis was found among 
the males 55-64 years (7.4 per cent) 
and among the females in the age 
group 45-54 (5 per cent). 

In the dementia praecox we find 
that among the male patients there 
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were approximately 7.7 per cent as 
against 5.2 per cent in all other 
groups. Among the female patients 
there was Corresponding 5.6 per cent 
in the dementia praecox group as 
against 3.4 per cent in the other 
groups. 

It is interesting to note, however, 
that this relationship changes when 
we consider the two groups on the 
basis of their length of stay in the 
institution. While the dementia 
praecox male patients have a prev- 
alence of 1.7 per cent clinically sig- 
nificant tuberculosis as compared to 
a prevalence of 4.2 per cent of those 
with other mental diagnoses among 
the patients of residence of less than 
six months in the hospital, this 
ratio changes to g per cent for de- 
mentia praecox patients and 6.3 
per cent for other mental diagnoses 
among the patients with a residence 
of five years or over in the mental 
institutions. 

The New York State Department 
of Health in 1940 reported that the 
annual average tuberculosis death 
rate in three years in all New York 
State mental institutions was 618 
per 100,000, as compared with 51 
per 100,000 for New York State as 
a whole; comparable mortality rates 
prevail in other states: Massa- 
chusetts 528, Michigan 460, Minne- 
sota 789, and the State of Washing- 
ton reports 1,027 per 100,000. 

New York State carries on a con- 
stant and well organized campaign 
against tuberculosis in its 26 mental 
hospitals in collaboration with the 
State Department of Health. This 
correlated program was initiated by 
x-raying all the patients and em- 
ployees in each institution. Through 
this method it has been possible to 


segregate known cases and concen- 
trate upon minimizing the spread of 
the disease among patients as well 
as employees. 

The program has been carried 
forward as steadily and with as fre- 
quent examination as our war deci- 
mated personnel and facilities 
would permit. Our results show, as 
stated above, approximately 5 per 
cent of all patients x-rayed have 
active or significant tuberculosis. 
This includes all segregated pa- 
tients in the institutions and exami- 
nation of a resident population of 
approximately 80,000 adult men- 
tally ill. An additional 5.4 per cent 
were found to have evidence of ap- 
parently healed tuberculosis or in- 
active type. In the schools for the 
mentally defectives and epileptics 
out of 15,400 patients, 2.4 per cent 
have active or probably active tu- 
berculosis and 1.5 per cent appar- 
ently healed tuberculosis. 


The figures covering known cases 
of tuberculosis of these two groups 
have established a basis for the 
building of separate institutions for 
the isolation care and treatment of 
actively tuberculous mental pa- 
tients. It has likewise established a 
volume relation to the institutional 
population which in the future we 
shall probably not exceed. As a 
matter of interest, it is computed 
that as time progresses,. this total 
figure will be steadily reduced until 
far fewer beds will be required for 
this service than are computed for 
today’s need. 


Professional and other personnel 
who are placed in charge of tuber- 
culous mental patients require espe- 
cially careful medical examination 
and frequency of follow-up because 


of the greater exposure in connec- 
tion with their care. It is at best a 
hazardous occupation and particu- 
larly so with this group, because of 
reasons which will be brought out 
here later. 

The original survey of employees 
(17,447 were examined) showed 1 
per cent with active or probably 
active tuberculosis and 2.7 per cent 
with healed tuberculosis. It is re- 
ported that in other states there is 
a somewhat comparable figure. As a 
result of the policy of careful ex- 
amination and reexamination of all 
employees and of the careful screen- 
ing of new applicants for employ- 
ment, there has been a material 
drop in the number of new cases 
of tuberculosis among employees. 
Whereas in 1941-42, 75 employees 
in New York State mental institu- 
tions received compensation awards 
because of tuberculosis, in 1944-45 
only 12 employees received such 
awards and, although the current 
figures are not available, there will 
be still less for 1945-46. 

In 1945, however, pre-employ- 
ment examination of 8,032 indi- 
viduals applying for employment 
showed 1.1 per cent had clinically 
active tuberculosis. 

DIFFERENCES IN PHYSICAL 
CARE TECHNIQUES 

The patient with mental disor- 
ders suffering from tuberculosis re- 
quires a frankly different approach 
to physical and therapeutic care as 
compared to that’ administered to 
normal patients in a_ tuberculosis 
hospital setup. In the first instance 
the mental patient cannot be con- 
trolled so far as his physical activi- 
ties are concerned and insofar as 
bed rest and other similar methods 
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NEW BUILDINGS at Central Islip, N. Y., will house about 1,500 mental tuberculosis patients. This may seem like a large number at one 
point, but they are near New York City's multiple facilities. {Louis Allen Abramson, architect; Isadore Rosenfield, associate architect.) 
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of treatment may be indicated. In 
the second place his capacity for 
cooperation, the possibility of his 
being trained in matters of prophy- 
laxis and proper sanitation, both in 
relation to himself and others, is 
always a questionable quantity. In 
many cases the patient cannot be 
taught proper sanitation as to lin- 
ens, the use of sputum cups or per- 
sonal hygiene, hence specialized 
technique. 

Treatment methods that may be 
developed in the care of individual 
patients vary not only with the 
mental classification but with the 
variations of degree of personality 
change in each individual. There- 
fore treatment must be quite highly 
individualized. The nursing prob- 
lems and the provision of personnel 
in the wards again must be de- 
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veloped as a combination of psy- 
chiatric and tuberculosis therapy 
and the treatment administered 
must be in accordance with the 
need of both maladies. Insofar as 
possible all personnel in this divi- 
sion should be highly trained; the 
staff should be as permanent as 
possible, with differential pay scales 
because of the job hazard. 
Feeding problems are much more 
difficult and the dietary regime 
more complicated because of the 
patient’s mental attitude toward 
even normal feeding. Not only do 
they frequently refuse to participate 
in normal diets but, because of cer- 
tain food and feeding peculiarities, 
present many individual nutritional 
problems. Not infrequently a pa- 
tient with considerable temperature 
will not submit to restricted ac- 
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tivity and any attempt to force be: 
rest will only increase his physic.’| 
activity and this in turn affects t! ¢ 
patient’s caloric requirements. 
Pneumothorax, thoracoplasty an 
many other types of therapy which 
can be routinely used, where inci- 
cated in normal patients, find lim- 
ited use in the mental hospital be- 
cause of the uncontrollable activity 
and postoperative care complica- 
tions following such therapy. 
















SANITATION 

Sanitation is a vexing problem 
and a serious one in the care of the 
mental tuberculous patient. Be- 
cause of his inability to cooperate 
and his personality difficulties, it is 
a very common thing for him to 
expectorate upon the walls, floors, 
windows, radiators and even upon 
the personnel, if not watched. This 
makes the housekeeping, nursing, 
laundry and all associated problems 
a matter for specialized study, 
equipment and precautions. 


HOUSING PROBLEMS 

The differences which have been 
sketchily mentioned above are all 
reflected in the hospital planning 
for these individuals. We must be 
guided in construction primarily by 
the requirements for the mental 
care of the patient and superimpose 
thereon the facilities needed for 
the care of tuberculosis. Insofar as 
one can plan for a separate tuber- 
culosis building and effect the seg- 
regation of those under care, one 
would see little difference in the 
physical layout from that found in 
the regular mental hospital build- 
ing plans. The building which is 
used for the care of the tuberculous 
could be transformed readily for 
the care of regular mental patients 
without any particular alteration. 

To those familiar with the mental 
institution it is at once apparent 
that mentally ill patients with tu- 
berculosis must be grouped accord- 
ing to their mental behavior. This 
means that in addition to the seg- 
regation of these patients and their 
isolation, they must be grouped 
while segregated just as they would 
have been had they not had tuber- 
culosis. As in other institutions for 
care of the tuberculous, the patients 
should be treated in open wards 
with a number of individual rooms ’ 
for the more disturbed patients. 

Ideally the wards in which they 
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are cared for should be built on the 
same plan as is used for routine 
mental patient care, but in smaller 
ward units. They should have add- 
ed light, ventilation and greater 
day-room space than generally pro- 
vided, thus allowing a maximum 
of segregation for psychiatric ther- 
apy. Of course the windows must 
be barred and screened and all the 
precautions taken as would be the 
case if the patient did not have 
tuberculosis. 

These buildings should also have 
their Own operating room, x-ray, 
diagnostic and treatment facilities 
for all the specialties, adequate in- 
cineration and other supplemental 
facilities usually found in the tu- 
berculosis hospital. Protection of 
plumbing, protective screening of 
radiators, guarding of windows, 
simplification of toilet facilities, 
grouping of bathing facilities and 
other precautions are essential. This 
must be done to offset the unreli- 
ability and.destructiveness of many 
of these patients. 


BENEFITS OF THE 
SEGREGATION CARE PROGRAM 
Statistics for the State of New 


York show that approximately 2.8 
per cent of all our admissions to 
state mental institutions have tuber- 
culosis at the time of their admis- 
sion. Curiously enough, since the 
first surveys which showed the high- 
er incidence quoted at the begin- 
ning of this article, the use of seg- 
gregation of all known cases seems 
to have stabilized the portion of the 
population showing active tuber- 
culosis. It is hoped that the present 
beginning of a downward trend re- 
sulting from the isolation of active 
cases, the frequent x-raying of all 
patients healed or inactive and the 
re-x-raying of personnel will bring 
under. control and gradually de- 
crease the incidence of tuberculosis 
to about that of 2.8 per cent of our 
incidence of intake. Better control 
of the disease in the community 
should also be reflected in a reduc- 
tion of our admission ‘incidence. 

In a large state program the care 
of the mental patient with tuber- 
culosis calls for segregation in sep- 
arate buildings at selected institu- 
tions. The multiple small unit care 
at each institution is not practical 
because of the type of care engen- 
dered by such a program. Concen- 
tration of facilities and a quota of 
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HOW adequate equipment aids in fol- 
low-up study of chest abnormality found 
on miniature film is shown in this scene 
from the picture, "Routine Admission 
Chest X-ray in General Hospitals," pro- 
duced by the Tuberculosis Control Di- 
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properly trained physicians with 
special training in this field and a 
proper medical program should be 
instituted, even though it may mean 
some inconvenience to family visit- 
ing and temporary transfer of the 
patient from the hospital to which 
he or she was certified by the court. 
The patient’s interests call for such 
a program. New York State pro- 
poses four such centers over the 
state to care for about 4,500 tuber- 
culous patients, both adult and 
children. 

Today by the proper segregation 
of these patients and with the con- 
centration of medical, nursing and 
therapeutic facilities in separate 
housing units for their medical care, 
we hope we can make a definite 
reduction in the number of the 
tuberculous in the mental service, 
if not their elimination. We know 
that by this segregation we have 
made a long stride toward the pre- 
vention of the spread of the dis- 
ease, because immediately upon 
diagnosis, isolation of the patient is 
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ordered and the possibility of ex- 
posing other patients or employees 
is reduced. 

Another factor which we hope 
will produce. definite results is the 
greater opportunity for research 
and study of this problem. To date, 
in all mental hospitals there has 
been little organized medical care 
under properly trained physicians 
and properly organized facilities to 
promote the cure of tuberculosis in 
mental patients. 

If we cooperate with the Depart- 
ment of Health and other agencies 
in the community, and if we place 
these tuberculous patients in rela- 
tion to the other medical care and 
psychiatric facilities in the commu- 
nity so as to make available all 
phases of medical treatment when 
needed, these persons, who for so 
many years have been neglected and 
allowed to spread the disease, can 
be brought under control and cease 
to be a menace to the institution, 
to their families and the community 
at large. 


MANY READERS may want extra reprints of this entire sec- 
tion on tuberculosis control. These will be available at 


cost, and the small-lot cost will decrease as the total print- 
ing order increases. For economy’s sake, reprint requests 
received up to August 25, will be grouped in a large print- 
ing order. Address requests to HospiTAas, 18 E. Division 
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ONE COUNTY'S REPORT 


pari CONCERNED WITH tuber- 
culosis control—voluntary, pub- 
lic health and hospitalizing bodies 
—have by practice directed their ef- 
forts into varied phases of tuber- 
culosis control programs. The edu- 
cational programs carried on by the 
voluntary agencies over a period of 
more than fifty years have created a 
public interest in the control of this 
disease unequaled in medical his- 
tory. 

Much progress has been made. 
Nevertheless the tuberculosis mor- 
tality rate (more than 64,000 deaths 
in the United States in 1944) is suffi- 
cient reminder that the control of 
tuberculosis is not- yet an accom- 
plished fact. 

During the operation of such a 
tremendous program the capacities 
of the interested agencies can be 
used with increasing effectiveness if 
there are periodic inventories and 
appraisals of the most effective 
fields of operation of each group as 
related to the work of other groups. 

In presenting the significant fea- 
tures of a community-wide tubercu- 
losis control program, it is pertinent 
to evaluate briefly the area in which 
this particular program has been 
placed in operation. 

There are three state sanatoriums 
in Michigan, 12 approved county 
sanatoriums and the Detroit group 
of sanatoriums, owned and _ oper- 
ated by the City of Detroit. Ingham 
Sanatorium in Ingham County is 
fairly centrally located in the south- 
ern peninsula of Michigan. The 
county population is approximately 
150,000. The sanatorium is operated 
by a board of trustees of five mem- 
bers; these men serve without pay 
and are readily available for con- 
sultation at any time. All are fa- 
miliar with sanatorium policy and 
well aware of the urgency for ade- 
quate tuberculosis control. 

Long distance hospital control 
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cannot possibly compete with the 
advantages to be offered by local 
control and community interest, 
provided these advantages are fully 
explored and utilized. Several of the 
county and city units are within a 
radius of 100 miles. One of the state 
sanatoriums is 35 miles south, one 
is 60 miles west and another is 190 
miles north. 

With this introduction the three 
phases of the control program as it 
is operated in Ingham County in 
Michigan will be analyzed briefly: 

Detection—During the year 1938 
only 455 persons were examined in 
the sanatorium outpatient depart- 
ment. Four agencies—Ingham Coun- 
ty Tuberculosis Society, Ingham 
County Health Department, City 
of Lansing Health Department and 
the sanatorium—were all interested 
in case-finding and still we very 
definitely did not have a case-find- 
ing program. At that time it was 
sanatorium. policy simply to ex- 
amine those persons who presented 
themselves at the front office and 
asked to be examined. 

A radical change in policy was 
offered to the county medical so- 
ciety in 1939. This change called 
for physician referral and proper 
appointment for every person to 
be examined at the sanatorium. 
The policy further provided that 
all reports of findings covering out- 
patient examinations were to be 
made in writing to the referring 
physician only. The revised policy 
stipulated that the patient was not 
to be advised by the sanatorium 
staff at the time of the examina- 
tion, but was to be instructed to 
return to his private physician for 
an interpretation of his report. In 
other words, the sanatorium pro- 
posed to establish. a relationship 


with private physicians similar to 
the relationship which exists be- 
tween practicing physicians and 
clinical laboratories. 

The object of the proposed policy 
was in effect to establish a sub- 
station of the sanatorium outpatient 
department in the office of every 
practicing physician in the county. 
At the next meeting of the medical 
society, the above suggestions were 
presented in resolution form and 
adopted unanimously. 

The Ingham County Tubercu- 
losis Society then retired from the 
case-finding field and started dis- 
cussions leading to another form 
of activity. 

During the first year of opera- 
tion under the new program, there 
were four times as many persons 
examined as during the preceding 
year. This number still represented 
a very small part of the population 
to be examined. The public health 
committee of the county medical 
society then undertook a study of 
the need and, following: the sug- 
gestions of the sanatorium staff, ap- 
peared before the medical society 
with a second resolution providing 
for approval by the society of mass 
chest x-rays of high public health 
liability groups. ‘The groups so des- 
ignated were: (1) Food handlers, 
(2) school personnel, (3) youth 
leaders, (4) barbers, (5) beauticians, 
(6) dentists and (7) domestic serv- 
ants. 

Also included were the colored 
population, relief clients, junior 
high school students and pregnant 
women. Funds were added to the 
outpatient budget to provide for 
mass surveys without charge to the 
examinees. 

This second case-finding resolu- 
tion was also approved unanimous- 
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OWNED and operated by Ingham County, 
the sanatorium accepts patients for continu- 
ous hospitalization from seven other Michi- 
gan counties (indicated by enlarged white 
area). Patients from the Upper Peninsula 
counties of Gogebic, Houghton and Kewee- 
naw are admitted for surgical treatment only. 
Other sanatoriums in the southern area are 
located at Detroit, Pontiac, Battle Creek, 
Saginaw, Kalamazoo, Jackson, Grand Rapids. 


ly. At that time we were still tuber- 
culin testing and x-raying on 14 x 17 
inch film. The first 4 x 5 inch photo- 
roentgen unit was installed in the 
sanatorium in October 1941, since 
which time we have not done tuber- 
culin testing as a major case-finding 
procedure. 

Organization of the case finding 
clinics has been through the agency 
of the Ingham County Health 
Department and the City of Lan- 
sing Health Department, working 
through the Ingham Sanatorium 
Outpatient Department. 

At the initiation of the program 
of periodically x-raying the high 
public health liability groups, the 
so called health card which was re- 
quired could be obtained on phys- 
ical examination alone and many 
physicians still thought it was sufh- 
cient to certify to the absence of 
tuberculosis on this basis. At the 
present time, x-ray examination of 
the chest is required by the respec- 
tive health departments in those 
groups which must have a health 
card to permit them to carry on 
their respective occupations. 

In some instances the so called 
health card has geen granted by the 
state. This is particularly true of 
beauticians where the permit is 
granted on the official form of the 
State Board of Cosmetology. This 
board has just recently agreed, how- 
ever, to require an x-ray of the chest 
of all persons prior to licensure as 
beauty operators. 

In 1941, which was the first com- 
plete year of the operation of the 
mass x-ray survey program, there 
were 5,690 new examinations in the 
outpatient department compared 
to 455 examinations in 1938. This 
figure remained about the same 
during the following four years and, 
during this time, we were dealing 
with a changing population to a 
much greater extent than in former 
years, 

The next improvement in the 
mass survey program came with the 
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installation of survey equipment at 
the Michigan State College located 
in East Lansing and having a stu- 
dent enrollment of approximately 
8,000. This equipment was installed 
in the summer of 1944. Prior to that 
time, the college had pleaded lack 
of adequate funds with which to 
provide admission and periodically 
X-ray examinations of student per- 
sonnel, faculty and employees. 
During the war years, we were 
very much concerned about two 
facts. First, we were still not reach- 
ing a large enough section of the 
population. Second, wartime move- 
ments were sending us a very large 
group of persons from relatively 
high mortality areas. Our concern 
in these matters was expressed at 
one of the regular meetings of the 
sanatorium board late in 1944. 
Following this meeting Andrew 
Langenbacher, a local manufac- 
turer and a member of the board, 
asked if I had a formula for com- 


bating the problem. After several 
conferences it was decided that mo- 
bile x-ray equipment was the only 
available means of reaching all who 
should be x-rayed. 

Figures covering the cost and 
availability of such equipment and 
the cost of operating the equipment 
were obtained. It was estimated that 
we would need about $20,000 with 
which to initiate this new opera- 
tion. This figure was given to Mr. 
Langenbacher and he appeared at 
the sanatorium a fews days later 
with checks made payable to the 
sanatorium for this purpose from 
private industries totalling more 
than $20,000. He further advised 
me at the time that the industries 
would pay for the cost of operating 
the unit on a per-case basis. In other 
words, industry proposed to pay the 
entire cost of operating the project 
after placing the necessary tools in 
the hands of the sanatorium staff. 

The mobile x-ray service was 
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AVERAGE period of stay for the fiscal year 1945 was 8.3 months and per diem cost was $4.27. 


placed in operation in May 1945. 
During the first 12 months of op- 
eration approximately 21,000 per- 
sons have been examined. The in- 
cidence of active tuberculosis has 
averaged approximately four-tenths 
of one per cent, but has ranged as 
high as two per cent in those plants 
employing a large proportion of 
migrant labor. 

During the 12 months period end- 
ing September 30, 1945, 45.6 per 
cent of those patients admitted 
from Ingham County with pul- 
monary tuberculosis were consid- 
ered to have minimal involvement, 
35 per cent were classified as mod- 
erately advanced and 19.4 per cent 
were classified as far advanced. 


The next step in the progress of 
the case finding effort will be the 
installation of 4 x 5 inch x-ray 
equipment in the two general hos- 
pitals in Lansing. Each patient is 
to have a chest x-ray examination 
on admission. The cost is not to 
exceed $1 and will be included in 
the flat admission laboratory fee. 
Equipment for both hospitals has 
been ordered. 

Treatment—During recent years 
the sanatorium board has sought to 
provide both medical and surgical 
treatment within the sanatorium by 
the resident staff. Patients of two 
other of Michigan’s county sana- 
toriums are transferred to Ingham 
Sanatorium for major surgery, then 
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returned to their home sanatori- 
ums. 

Non-pulmonary consultation and 
surgery is covered by a group of 16 
consultants appointed by the board 
and approved by the College of 
Surgeons and the Council on Med- 
ical Education. All other members 
of the Ingham County Medical So- 
ciety are members of the visiting 
staff and are urged to attend the 
Saturday morning therapy confer- 
ences at the sanatorium. Public 
health officials from our own coun- 
ty and neighboring counties and 
the state department are also in- 
vited to these conferences. 

The average period of sanatorium 
stay for the fiscal year 1945 was 8.3 
months. This relatively short period 
of sanatorium stay is due to the 
high percentage of minimal cases 
and the program of immediate treat- 
ment. The per diem cost of Hos- 
pitalization in 1945 was $4.27. It is 
thus apparent that the accelerated 
program will. soon, among other 
things, pay financial dividends. 

Rehabilitation—Almost since the 
beginning of sanatorium treatment 
for tuberculosis, phthisiologists 
have been aware of and troubled 
by the recurrent nature of this 
disease. 

The Ingham Sanatorium staff has 
for some time held the opinion that 
if well organized rehabilitation ef- 
forts could be made an integral part 









Tuberculosis 


of each sanatorium’s control pro- 
gram, providing adequate facilitics 
for treatment are also available, 
the percentage of reactivated dis- 
ease could be materially reduced. 

In the preliminary discussions of 
this problem with Theodore Werle 
of the Michigan Tuberculosis Asso- 
ciation, we expressed the opinion 
that a well organized and proper!y 
staffed department of rehabilitation 
could serve two major functions in 
the control program: 

1. Assist the patient in living a 
satisfied and happy life in the sana- 
torium. 

2. Serve to prevent the reactiva- 
tion of tuberculosis by assisting in 
vocational planning and readjust- 
ment. 

No funds had been set up in the 
Ingham Sanatorium budget for 
such a separate department and, 
following a thorough study of the 
problem, the Michigan Tubercu- 
losis Association in the fall of 1942 
agreed to finance an experimental 
rehabilitation project. 

The question of personnel is by 
all odds the most important single 
factor in the operation of such a 
department. Such persons must be 
adequately prepared by background 
and training and they must be in- 
terested in their job and in the 
community. 

Prior to January 1943, the activi- 
ties of the Ingham County Tuber- 
culosis and Health Society were 
said to be entirely educational. For 
a time there was no practical ap- 
plication of this educational effort. 
We therefore suggested to the Ing- 
ham County Tuberculosis Society 
that it assume entire responsibility 
for the rehabilitation program with 
the medical staff of Ingham Sana- 
torium serving as medical advisers. 
The local society agreed to this 
proposal and assumed responsibility 
for this department in January 
1943. 

During the years of preliminary 
study, it became further apparent to 
us that an effective program of re- 
habilitation must start at the time 
of sanatorium admission. Probably 
no greater mental trauma is ever 
inflicted by a physician than when 
he first tells a patient that he or 
she has tuberculosis. The patient 
probably knows absolutely nothing 
about tuberculosis except that it is 
a dread disease. 
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Material and social problems 
combined with the psychological 
problems of separation from fam- 
ily, complete change of living rou- 
tine, sudden cessation of all activ- 
ity, ignorance of the disease and 
what it will mean to him and an 
unknown future is apt to create in 
the patient a mental turmoil which 
is a known detriment to his event- 
ual recovery and return to a useful 
life. 

When a patient enters the sana- 
torium, a member of the medical 
staff has already told him something 
of his disease. The supervisor of the 
floor sees him immediately on ad- 
mission and advises him concern- 
ing the hospital routine and gives 
him an orientation booklet. This 
booklet has been prepared by the 
rehabilitation department with the 
cooperation of the medical staff. It 
is well enough to discuss the items 
in this booklet with the patient at 
the time of diagnosis and at the 
time of admission. If he has some- 
thing brief in written form, how- 
ever, which he can read and re-read 
at his leisure, many of his questions 
are answered more satisfactorily. 
Other questions are answered at 
weekly intervals by a member of 
the medical staff over the sanato- 
rium radio system. 

He is next interviewed by the 
directress of the rehabilitation serv- 
ice during the first week following 
admission. The patient is also visit- 
ed by the occupational therapist 
who assists him in choosing some 
initial form of bed occupation. 
Through this series of conferences, 
plans are made for activities while 
in the sanatorium. The plans are 


then projected to the patient’s needs 
when he leaves the sanatorium. 

Conclusion—A brief resume of the 
tuberculosis control program as it 
is operated in Ingham County, 
Michigan is presented. There are 
features of the program which in 
our opinion are possible only where 
there is a locally owned and oper- 
ated tuberculosis hospital. It is rec- 
ognized that state operation of sana- 
toriums is necessary in some of the 
less populated areas. In such in- 
stances responsibility for outpatient 
case-finding, follow-up and rehabili- 
tation must usually be assumed by 
some other agency. 

In 1940 the Ingham County mor- 
tality rate was 19.6 per 100,000 pop- 
ulation. In 1945 the rate was be- 
tween 10 and 11 per 100,000 pop- 
ulation. The case load during this 
time has increased because of the 
larger number of persons examined 
(27,000 during the last twelve 
months). 

A shorter period of hospitaliza- 
tion has been necessary with a re- 
sulting reduction in the per case 
cost. Ingham County for several 
years has made a direct appropria- 
tion for the sanatorium of approxi- 
mately 40 cents per capita. 

Only 3.4 per cent of all admis- 
sions during 1945 were re-admis- 
sions. It is obvious from this figure 
alone that an actual monetary sav- 
ing will soon be evident. 

A state health official at a re- 
cent State Tuberculosis Association 
meeting offered the following opin- 
ion: “A county of 150,000 or less 
cannot build its own sanatorium, 
much less operate it, except at a 
loss.” 


Attempts to obtain from this pub- 
lic health official a definition of 
what he considers to be a loss in 
the treatment of tuberculosis have 
been futile. It would appear that 
entirely too much emphasis has 
been placed on the significance of 
per diem cost of hospitalizing tuber- 
culous patients. As an example, let 
us assume that a county has a tuber- 
cuJosis case load of 150 persons re- 
quiring hospital treatment. Let us 
then assume that this county con- 
structs a sanatorium for its needs 
and then, because of an effective 
program over a period of years, the 
need for 150 beds within the county 
no longer exists and the patient 
load is reduced to 75. 

Per diem cost per patient will 
vise because of a fixed overhead 
while the complete cost to the coun- 
ty or the per capita population cost 
will be lowered. The actual se- 
quence of events in such cases usu- 
ally has been that neighboring 
counties have sought the beds va- 
cated by lowered morbidity rates in 
counties having sanatoriums and 
therefore having effective control 
programs. 

Wouldn’t it be wiser for com- 
munities to compute the cost of 
tuberculosis control first, on the 
basis of per capita population cost 
and second, on just how effectively 
the morbidity and mortality rates in 
the areas are being reduced? It 
would appear that the most essen- 
tial service rendered by tuberculosis 
hospitals to their respective com- 
munities is not primarily the hos- 
pitalization of patients, but rather 
the effective control of this disease. 





INGHAM Sanatorium, a county institution, is centrally located in Michigan's Southern Peninsula. It is operated by a five-man board. 
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A SIMPLE ROUTINE 


VEN WITHOUT a special section, 
E a general hospital can care for 
tuberculous patients with ease, sim- 
plicity, little expense or added pro- 
cedure, with no objection by the 
patients and with pride and security 
for the nurses and other staff mem- 
bers. But such a regular and efficient 
technique requires planning and 
persistence. 

Several things must be taken for 
granted before the program is de- 
scribed: 

1. The hospital does have tuber- 
culous patients. They may come 
from two sources. They may be ad- 
mitted—knowingly—for the exami- 
nation or care which any individual 
may need from a general hospital; 
they may be taken in — unrecog- 
nized — among the hospital admis- 
sions and are either diagnosed dur- 
ing their stay in the hospital or 
continue undiagnosed to their dis- 
charge, a possible source of infec- 
tion to all contacts. The number of 
routinely admitted patients with 
unrecognized tuberculosis has been 
found to be between 1.5 to 2.3 per 
cent in both small and large gen- 
eral hospitals. 

2. The hospital should now, or 
very soon, have a routine protec- 
tive case-finding survey by x-ray 
for all hospital personnel members. 
This should be done at the time of 
employment and, for all members 
in contact with patients, be repeat- 
ed at intervals later. It can be done 
with whatever x-ray equipment is 
available—films of the usual size in 
hospitals with few employees; min- 
iature films for hospitals in which 
the number of employees is great 
enough to warrant purchase of a 
photofluorescope. 

3. The hospital may be one of 
the smdll but increasing number 
which has a routine x-ray case- 
finding program for all new admis- 
sions. ‘This is the only way by which 
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the staff and patients can be pro- 
tected from contact with the un- 
recognized case of tuberculosis in 
the hospital. If it is not now avail- 
able, every hospital should plan on 
installing. this method soon. It is 
also an excellent diagnostic and 
public health measure. It may be 
possible to use the hospital as head- 
quarters for a community photo- 
fluoroscope that can be used to 
x-ray personnel and patients. 

The return of physicians from 
the armed services will make many 
of these programs possible. Few 
hospitals have been able to install 
new methods during the war. There 
already is evidence that changes are 
being made, remodeling and con- 
struction are being planned and 
modern methods are being adopted. 
The inclusion of a modern attitude 
and technique for the management 
of tuberculosis should be an es- 
sential. 

The hospital superintendent, hos- 
pital board, medical staff and su- 
perintendent of nurses must agree 
thoroughly on the installation or 
improvement of a control program. 
It seems probable that one informed 
enthusiast and the approval of the 
hospital board are the most neces- 
sary factors in obtaining acceptance 
of the methods listed above. 

The principles and methods of 
isolation technique will be de- 
scribed as they may be applied to 
one patient in a single room. They 
can be multiplied to fit the needs 
of several rooms, or a small ward. 
Their further elaboration, in de- 
tail, has been described in “The 
Management of Tuberculosis in 
General Hospitals,” a manual pub- 
lished by the American Hospital 
Association in 1939 and completely 
revised in 1946. 


In this description several head- 
ings are listed: Principles for nurses, 
facilities for the patient, admission 
and instruction of patients, instruc- 
tion of personnel groups, care of 
the patient, care of the environ- 
ment, rules for conduct of person- 
nel and visitors, special services for 
the patient and suggestions for a 
larger service. 

Principles for nurses—The nurse 
must understand tuberculosis and 
its care. She must handle the pa- 
tient with diplomacy, educate him 
tactfully and use whatever methods 
are necessary to eliminate the tu- 
bercle bacillus. She must plan, in- 
struct and persevere. 

The methods to be used are a 
combination of segregation and in- 
fectious disease precautions. ‘They 
must be devised and enforced to 
protect all possible contacts from 
any degree of infectiousness, in 
every conceivable way and as sim- 
ply and routinely as possible. 

Everything in the room must be 
localized there and recurrently dis- 
infected; everything which goes into 
the room must be clean or protect- 
ed; everything which leaves the 
room must be disinfected, sterilized 
or destroyed. 

The amount of hazard depends 
upon the patient, his disease, the 
precautions and their use. The 
spread of infection usually takes 
place by transfer of the bacteria 
from the bronchi of one person to 
the bronchi of another. This process 
can occur directly (by droplets) or 
indirectly (by dried droplets and 
dispersed dust). There is no real ex- 
cuse for the occurrence of either in 
a hospital. 


The secretions containing the 
bacteria should be stopped at the 
source, near the source, or caught 
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and destroyed as soon as they go 
beyond the lips. Specifically, un- 
controlled and uncovered cough 
must be prevented; sputum must 
be evacuated in a controlled man- 
ner and destroyed; materials and 
vehicles which touch the mouth 
must be cared for; materials and 
surfaces which might become con- 
taminated by droplets must be 
cared for and the person and attire 
of individuals in contact with the 
patient must be covered and pro- 
tected. ; 

The methods of destroying the 
tubercle bacillus include the boil- 
ing, autoclaving or steaming of 
equipment; incineration of mate- 
rials; ablution of the hands and the 
treatment of certain surfaces and 
equipment with chemicals. The 
particular method to be used de- 
pends upon the composition of 
equipment or materials to be treat- 
ed. It should be emphasized that 
the cresol derivatives (cresol, lysol 
and the like) are the only practical 
and efficient disinfectants. Alcohol, 
the mercurials and similar disin- 
fectants are useless, or even hazard- 
‘ous, because of the false security 
they give. Mineral oil on floors and 


bedcovers is being used experi- 
mentally to determine its effect on 
dust and bacteria, but it is too early 
for, evaluation of results. 


Facilities for the patients—Place- 
ment of the tuberculous patient 
should be planned in advance. One 
or more rooms should be held in 
reserve or a prepared routine should 
be ready to apply to whatever room 
the patient is assigned. 

The admitting clerk must know 
of the plans. The nurse in charge 
must be prepared and notified as 
soon as the patient arrives at the 
hospital. 

The equipment of the room 
should have certain optimal fea- 
tures: The floor should be a stone 
composition (terrazzo and the like) 
or linoleum. The woodwork and 
walls should be washable. The bed, 
bedside cabinet, tray stand and 
chairs should be of washable metal. 
The mattress should be protected 
by a washable cover. Bedclothes, 
towels and other linen may be from 
the ordinary hospital supply. A 
clothes rack or wall-hooks should 
be placed outside the door, or in 
the room near the door, for the 
garments of the staff and visitors. 
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A supply of masks and gowns may 
be kept on a stand near the clothes 
rack. Any of several types of plumb- 
ing will be suitable—a private wash- 
room, a washbowl in the room or a 
scrub stand of antiseptic basins at 
the entrance of the room. (The wash- 
bowl, preferably with knee or pedal 
control, is probably the best.) If 
draperies or bed spreads are used, 
they. should be washable. 

The admission and instruction of 
patients— The tuberculous patient 
who comes to the hospital should 
be routed through the admission 
procedure and taken to his room as 
quickly as possible. If the patient 
has been newly diagnosed in the 
hospital, he should be informed by 
the physician and either transferred 
to the isolation room or the isola- 
tion methods should be applied to 
his original quarters at once. 

The routine and methods should 
be explained to the patient as sim- 
ply as possible by the nurse in 
charge. In addition, as a reminder, 
a half page outline may be given 
to the patient, describing in sim- 
ple terms the principles and prac- 
tice of his own routine. This may 
include suggestions on how to avoid 
excess cough, how to cover the 
mouth, prevent contamination of 
the hands and how to dispose of 
sputum. 

The instruction of personnel 
groups—The nurse in charge must 
have special understanding and 
training in care of the tuberculous. 
This may come from her nurses 
training or from post-graduate stud- 
ies of the subject. She should be 
familiar with recent publications 
on tuberculosis nursing. 

The medical staff consultant 
also should have special knowledge 
and experience. The hospital may 
wish him to see all tuberculous 
patients routinely or only to see 
them in consultation with the pa- 
tient’s physician. He may be able 
to suggest changes in the nursing 
and medical care of the patient. 

Nurses who are to care for the 
tuberculous patients should have 
instruction in theory and practice 
by the supervisor. Perhaps the best 
sequence would be a training in 
infectious disease precautions, the 
study of an outline or a manual on 
care of the tuberculous and _ prac- 
tice of the technique under super- 
vision of an experienced nurse. 


Other contact employees (such 
as maids, orderlies and cleaners) 
should be given oral and written 
instruction by the supervisor. A re- 
current check on their use of the 
methods is necessary. 

If the hospital has student nurses 
or medical students, the theory of 
the isolation technique should be 
presented first, followed by careful 
bedside instruction under the guid- 
ance of a nursing or medical super- 
visor. 

The efficiency of instruction de- 
pends on preparation and constant 
alertness. One trained and con- 
scientious individual can make the 
program work well. Simple, brief, 
colorful signs may be useful at the 
coatrack and washbowl. 

Care of the patient—Employees in 
contact with tuberculous patients 
should be suitably garbed, avoid 
unnecessary contact with the pa- 
tient, bed or any direct cough. 

Personal possessions of the pa- 
tient should be restricted to the 
room and toilet articles should be 
kept in the cabinet. Urinals and 
bed pans should be sterilized and 
returned to the bedside. Wash 
basins should be sterilized recur- 
rently after use and should be 
passed at least three times a day. 

Bed making should be done with 
as little shaking and movement of 
the bedclothes as possible. The 
linen should be changed according 
to the habits of the patient and his 
infectiousness (obvious contamina- 
tion will require a daily change of 
sheets and the like). If the patient 
coughs during bed care, his mouth 
may be covered with a mask. 

The patient’s mouth should be 
covered with a least two layers of 
paper wipes during every cough. 
The wipe should be absorbent and 
the number used will depend on 
their type and quality. If the spu- 
tum is scanty, it may be evacuated 
in the wipe with care to avoid con- 
tamination of the hands. The wipes 
should be discarded after every use 
in a waxlined paper bag attached 
conveniently to the bed. If the spu- 
tum is profuse, the mouth should 
be covered. with wipes during the 
cough and the sputum then ex- 
pectorated at close range into a 
paper sputum box. — 

If the patient is unable or un- 
willing to control his cough, a 
mouth mask had best be used (the 
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lower strings may be left untied 
for convenience in expectoration). 
If the patient is helpless, he may 
need special nursing. A mouth mask 
may be used and the area near the 
head may be covered with absorbent 
dressings which can be destroyed as 
indicated. 

Care of the environment—All con- 
tents of the room, including the 
patient, furnishings and_ surfaces, 
should be considered contaminated 
and treated as such. 

Dry dusting and sweeping should 
be prohibited. The floor should be 
mopped daily with a 1 per cent 
cresol solution. The metal furni- 
ture and the woodwork (especially 
the door and knob) should be wiped 
with cresol solution every day. The 
washbowl or washroom should be 
treated daily in the same way. The 
thermometer may be kept in a short 
test tube containing alcohol and a 
cotton pad and taped to the head 
of the bed. It may be washed with 
cresol solution at intervals. If anti- 
septic basins are used, one basin 
should contain cresol solution and 
one plain water for a rinse. Paper 
towels should be at hand, as well as 
a metal basket to receive the used 
towels. 


When the patient has been dis- 
charged, the entire room should 
be thoroughly disinfected as de- 
scribed above. The walls may also 
be wiped with the antiseptic. All 
bedclothes should be cleaned and 
the mattress cover stripped off and 
laundered. The mattress may be 
autoclaved if the hospital has such 
equipment or sunned for several 
hours if such a procedure is pos- 
sible. 


It might be noted that the odor 
of 1 per cent cresol solution is 
transient and not usually objec- 
tionable. 


Rules for conduct of personnel 
and visitors—If there is any choice, 
personnel members should be tuber- 
culin skin-test positive, but negative 
for disease by x-ray. This frees the 
hospital of the responsibility for 
new infections and such individuals 
have a decreased susceptibility to 
the disease. Younger personnel 
members may be considered eligible 
for BCG vaccination if they are 
skin-test negative. 

Nurses and other workers in con- 
tact with the patient should wear 
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a gown and mask, with a surgical 
cap if contact is to be close. The 
gown should cover the clothes, but 
short sleeves are preferred if the 
dress beneath is short sleeved and 
if freedom of action is desirable. 
The mask should cover the nose 
and mouth closely, and be made of 
standard gauze thickness or the 
newer (and better) paper composi- 
tion. The best function of a mask 
is to protect against a direct cough; 
the filtering quality is not so im- 
portant. 

Doctors should wear a mask and 
gown when in contact with the 
patient. Thus, the doctors serve also 
as a good example to other per- 
sonnel. 

If a nurse must use a gown often 
during the day, the same one may 
be used repeatedly. It should be re- 
moved carefully after each use, and 
hung on a hook which is labelled 
with the nurse’s name. (The ques- 
tion of whether it be hung with the 
inside out, or the outside out, is too 
involved to be considered here, and 
can be left to the nurse’s own train- 
ing.) The gown can be discarded 
when unclean or at the end of the 
day. The hands should be thor- 
oughly washed after each contact 
with the patient, after removal of 
the gown. 

Visitors tend to follow even 
the simplest precautionary methods 
poorly. They should be guided or 
helped by the nurse if possible and 
instructed by simple, graphic signs 
at the entrance of the room. The 
method of wearing a gown and 
mask, avoidance of intimate con- 
tact with the patient, removal of 
the gown and hand-washing may 
all be suggested or illustrated on 
the signs. 

Special service for the patient— 
Transportation of the patient in 
the hospital may be by means of 
any wheelchair or cart. The vehicle 
should be covered with a sheet dur- 
ing the ride or wiped off with cresol 
solution after contact. 

Laboratory specimens had best be 
obtained by the technician in the 
patient’s room. The technician can 
use a mask and gown and protect 
the basket by placing it on paper 
towels. Proper handling of the 
equipment will keep it uncon- 
taminated. 

The handling of laundry is now 
fairly routine. A bag or hamper, 

















specially marked (a red cross, fo: 
instance) may be kept in the room 
Gowns, masks, towels, sheets an 
other items can be put into it di 
rectly, or transferred to it from ; 
metal receptacle. The bag then goc 
direct to the hospital laundry, whe: 
the contents are not handled fu 
ther. If the pieces are to be counted, 
it should be done when they are pu: 
into the bag. Grossly contaminate| 
pieces should be soaked in a cres«| 
solution before being put into the 


. bag or should be destroyed. The 


actual washing is done according 
to rules of the American Laundry 
Institute. The procedure is a com- 
bination of alkalinization, chlori- 
nation and repeated heating and 
rinsing. (The details are given in 
the American Hospital Associa- 
tion’s manual on “Management of 
Tuberculosis in General Hospi- 
tals.’’) 

Food handling plans are based 
on the use of existing hospital facili- 
ties. A ‘clean’ nurse or maid serves 
the tray to the patient from the hos- 
pital or ward kitchen. The salt, 
pepper and sugar containers may 
be kept in the patient’s room or 
small quantities can be served in 
paper ramekins. The returned tray 
is considered contaminated and is 
scraped off (to be incinerated); the 
dishes and tray are washed and 
boiled or washed and steam steri- 
lized. The patient’s water glass and 
pitcher are treated in the same 
way each day. The boiling process 
should take 15 minutes, with the 
dishes submerged, but five minutes 
of actual boiling time-is sufficient. 

X-rays may be taken in the pa- 
tient’s room or in the x-ray depart- 
ment. If taken in the patient’s room, 
the technician puts on a mask and 
gown, covers the cassette with a 
pillow case and drapes the bed with 
a sheet or papers at places where 
the machine may come -in contact. 
A nurse may help put the patient in 
position. If the patient goes to the 
x-ray department, he wears a clean 
hospital jacket and a mask and uses 
a wheelchair or cart. The technician 
then proceeds as with any non- 
tuberculous patient. 

A larger tuberculosis service—De- 
tails of plans for the establishment 
and maintenance of a larger service 
have been given in “The Manage 
ment of Tuberculosis in Genera! 
Hospitals.” 
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Tuberculosis Control 





LTHOUGH WORLD WAR II lasted 
A three times as long as, and the 
eventual number of individuals 
who saw military service will be 
four times those accredited to the 
first World War, the tuberculosis 
case load of the Veterans Adminis- 
tration should not be greater than 
that experienced after the first world 
conflict. Dr. J. B. Barnwell, director 
of tuberculosis service for the VA, 
in estimating facilities require- 
ments, predicts that a maximum of 
approximately 15,000 beds will be 
required for a peak census in 1950. 

Dr. Barnwell further predicts that 
the pension roll will never greatly 
exceed 64,000, the World War I 
peak. During 1922 a high total of 
44,591 tuberculous patients were 
treated in hospitals at a yearly cost 
of almost $30,000,000. The number 
of cases on the compensation rolls 
whose major disability was tuber- 
culosis increased to a peak of 63,932 


for 1933. 
Chest x-rays in pre-induction 
examinations eliminated 150,000 


tuberculosis cases from army service. 
Col. Esmond R. Long, Army tuber- 
culosis specialist, believes that large- 
ly because of this not more than two 
per cent of the pension cases will 
be for tuberculosis. 

The VA has passed the halfway 
goal in providing beds, but plans 
a more auspicious program which 
will provide a 20,000 bed maximum 
for future use. VA today lists 14 
tuberculosis hospitals with a total of 
6,656 authorized beds. In addition 
there are 2,751 beds allotted for 
tuberculosis patients in general 
medical and surgical hospitals and 
800 in neuropsychiatric hospitals 
for a total of 10,207 beds. 

To complete its goal for future 
needs, the VA has construction plans 
underway, additional building pro- 
posals and surplus acquisitions for 
a ‘otal of 11,459 beds. This includes 
special units of 150 beds in each of 
10 neuropsychiatric hospitals now 
being established to provide for 
psychotic veterans who are also ac- 
tive pulmonary tuberculosis cases. 
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When this program is complete, the 
800 beds now provided in neuro- 
psychiatric hospitals will be can- 
celled. 

To date the Army has provided 
the VA with 1,416 tuberculosis beds 
in five surplus hospitals with an ad- 
ditional 1,300 beds in three hospi- 
tals expected to be turned over by 
the end of the year. 

New principles in division and 
segregation of patients will be car- 
ried out in all VA_ tuberculosis 
facilities according to plans now 
being perfected. Patients will be al- 
located to beds and wards according 
to progressive recovery. New active 
cases requiring 24-hour bed rest will 
be segregated on upper flcors of the 
hospitals where traffic and noise will 
be at a minimum. Facilities for 
strict isolation technique will be in- 
corporated in the construction. 
Those permitted toilet and bath 
privileges will be located at the next 
lower floors. A third group which is 
permitted one or more meals in 
ward dining rooms will follow in 
order. 

Finally, the last group includes 
those participating in occupational 
therapy programs who will have 
access to recreational and main din- 
ing room privileges on the lowest 
floors. Present bed distribution 
plans call for approximately 25 per 
cent single rooms for strict bed pa- 
tients and 75 per cent double rooms 





Proposed New (VA) Tuberculosis 


Hospitals 
Location Number Beds 

*Eastern Connecticut 400 
Baltimore 300 
*Southwest Georgia 250 
Ann Arbor, Mich. 500 
Madison, Wis. 500 
*Southern Minnesota 200 
Kansas City, Mo. 250 
TOTAL 2,400 


*Sites not selected. 










for ambulatory or semi-ambulatory 
patients. 

Tuberculosis detection and con- 
trol measures will also be incorpo- 
rated into the expanding program, 
Dr. Paul R. Hawley, VA chief med- 
ical director, announces. To detect 
and apply prompt treatment of 
tuberculosis among the younger vet- 
erans, chest x-rays of each hospital- 
ized patient at the time of admission 
and each outpatient at the time of 
scheduled examination have been 
authorized. Chests of more than 
1,000,000 veterans will be x-rayed 
annually. 

“An orderly follow-up system” for 
all tuberculous veterans after they 
have been discharged from VA hos- 
pitals has been ordered by Gen. 
Omar N. Bradley, administrator of 
Veterans Affairs. Prescribed regula- 
tions provide for a physical exam- 
ination at least every three months 
and a 24-hour sputum specimen, 
which may be mailed in every 
month, for the most active cases. A 
physical examination every three 
months was recommended for less 
active cases with at least a semi-an- 
nual physical examination for cases 
with arrested tuberculosis. 

Veterans whose lungs were col- 
lapsed as part of their treatment 
will be asked to report for fluoro- 
scopic examination at intervals as 
advised by their attending physi- 
cians. 

To direct the VA _ tuberculosis 
program, Dr. Hawley has named 13 
of the nation’s outstanding special- 
ists in tuberculosis. These author- 
ities will serve as chiefs of the tuber- 
culosis division in each of the VA’s 
13 branches throughout the coun- 
try. Twelve will be part time em- 
ployees because they have teaching 
and medical commitments which 
prevent their accepting fulltime 
positions, Dr. Hawley said. Under 
the plan being developed, the part 
time chiefs will make recommenda- 
tions to and supervise the activities 
of fulltime assistant branch chiefs 
on a six day a month working sched- 
ule. 





67 








Edito rials 








The “Principles” 


FEW OFFICIAL STATEMENTS Of the kind have absorbed 
more of the sweat and blood of conference discussion 
than “Recommended Principles Governing the Rela- 
tions of Hospitals and Blue Cross Plans,” a full report 
of which will be found on pages 83-84. 


To be of greatest value this statement must be used 
properly. In itself it will not eliminate all the differ- 
ences of opinion that arise in the daily contacts of 
86 plans and some thousands of participating hospitals. 
As a statement of principles, not a blueprint, it can 
hardly be expected to succeed where the Golden Rule 
has failed. Actually the document is best described as 
a specific and somewhat detailed adaptation of the 
Golden Rule. If day-to-day problems are talked out 
within the framework of these principles, the solutions 
will be found. 

In his current column, President Peter D. Ward 
selects for discussion a typical issue that has sprung 


up outside this framework, and there are many of them. 


If Dr. Ward’s comments are read, along with the prin- 
ciples themselves, the course is plainly marked for both 
plans and hospitals. 
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Tuberculosis Control 

CoMPLETE victory over tuberculosis is in sight. This 
is supported by statistics and by the opinion of those 
who have led the drive for eradication. The death rate 
continues to decrease. More adequate case finding pro- 
grams have resulted in a rising percentage of minimal 
cases and a falling percentage of far-advanced cases. 

Although the campaign against tuberculosis has been 
pressed for many years, any widespread hope of eradica- 
tion has had to await the combining of factors that is 
just now taking place. 

Anti-tuberculosis work always has been expensive 
and dependent on the liberal expenditure of public 
funds. Funds have been slow because the per-case cost 
of progress has been high, and thus there have been 
few opportunities to show the kind of dramatic results 
that leads to more funds. 

But a number of factors have been combining in 
recent years to break this vicious circle. The long cam- 
paign of public education is bearing fruit in the form 
of more public funds, and in a broader understanding 
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of the tremendous returns from adequate case finding. 
It has been necessary to overcome indifference on the 
part of physicians in general practice. Industrial work- 
ers, singly and through their organizations, have looked 
askance at mass x-ray programs. The impressive results 
of chest x-rays as part of induction to military service 
and other. demonstrations are overcoming this prej- 
udice. 

Perhaps the greatest single factor has been develop- 
ment of the small x-ray film and some streamlined 
processes made possible through it. At long last the cost 
of case finding has been dramatically cut, and so there 
is good reason to believe that the drive for eradication 
is now free of the old vicious circle. | 

These new circumstances offer the community hos- 
pital an opportunity that is unprecedented. Emphasis 
is on case finding, and without doubt the most produc- 
tive single hunting ground is the community hospital. 
Many surveys have shown that hospital patients as a 
group yield a higher-than-average percentage of cases. 
The nature of hospital care is such that infection 
spreads easily unless there is an anti-tuberculosis pro- 
gram in operation. One-tenth of the population would 
be reached annually if all hospitals could x-ray the 
chests of all who enter as patients. 

The opportunity that confronts hospitals is ex- 
plained in great detail in this issue of the journal. 
Funds are available and help from other agencies is 
available. The record to date shows that too few hos- 
pitals have been aroused to the possibilities and the 
challenge. The material presented here, in cooperation 
with the U. S. Public Health Service, should make it 
easy for administrators to bring their hospitals into 
line. 
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That Unique Contribution 


IN AN ARTICLE published by this journal last month, 
W. E. Arnold of Jacksonville, Fla., made a point that 
is worth some extra thought. He was discussing the 
physician veteran of World War II when he said: 

“These doctors, especially the younger ones, are to 
mold the character of service in the future. Tradition 
and precedent should not be allowed to fog our view- 
point nor lead us to cast aside new ideas for improve- 
ment of our professional service. We should enter into 
full discussion and consideration of all proposals from 
these younger men... .” 

From all sides there are requests that the war vet- 
eran be given special consideration, and the motive 
usually is one of paying a debt of gratitude. This is a 
perfectly justifiable motive, but it is much more satis- 
factory all around when special consideration can be 
given because the veteran is able to make a unique 
and valuable contribution. 


Such is the case with physician veterans in our hos- 
pitals. For the most part they return filled with en- 
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thusiasm and new ideas. Many have had priceless pro- 
fessional experience that can never come to those who 
carried on at home. 

Mr. Arnold’s article was concerned with the part to 
be played by a hospital administrator in maintaining 
staff efficiency. Although every hospital has its own 
balance of staff relationships, any administrator who 
is seriously bent on doing so can see that the ideas of 
returning physician veterans get a fair hearing before 
being tossed into a bog of tradition and precedent. 





Recruitment: Last Call 


ONCE AGAIN the hospitals are in a position to re- 
ceive some valuable help in solving their most serious 
current problem, a shortage of nurses. During the 
month of August nurse recruitment will be given one 
and a half weeks of spot announcement support on 
the radio networks. 

Reports reaching Association headquarters on the 
matter of student enrollment are far from encourag- 
ing. While prospects are reported to be normal here 
and there, in most areas it is indicated that the Sep- 
tember class will be much short of capacity. 

National radio support of recruitment has been 
promoted cooperatively by the U. S. Public Health 
Service, the National Nursing Council, the Advertis- 
ing Council and our Association. There is no doubt 
that prospects today would be even darker without 
this promotional program, and yet final results must 
depend upon the effectiveness of work done by the in- 
dividual hospital. This applies, of course, to all hos- 
pitals whether or not they operate schools of nursing. 
If the shortage of graduate nurses continues for three 
years, as many think it will, the blow will fall with 
greater force on hospitals without nursing schools 
than on those with them. As frequently pointed out, 
every hospital can make itself a branch recruiting 
agency for the nearest school of nursing. 
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Pensions 

CONTRARY TO EXPECTATIONS, the Ways and Means 
Committee of the House of Representatives has recom- 
mended certain amendments to the Social Security Act 
bearing on old age and survivors insurance. Unfor- 
tunately that committee has so far not chosen to recom- 
mend the inclusion under old age benefits of the em- 
ployees of nonprofit organizations. 

Dr. Donald C. Smelzer, representing the Association, 
presented very persuasive testimony to this congres- 
sional committee. In addition, many hospital adminis- 
trators and trustees have called to the attention of the 
committee the need for such protection for hospital 
employees. 

Without question the federal Social Security Act 
eventually will be amended to offer this protection to 
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hospital employees. Any amendment to the act raises 
so much controversy, however, that the interest of the 
hospitals again will go unrecognized. The testimony 
of and interest shown by hospitals will be helpful in 
the next session of Congress when further amendments 
to the act probably will be recommended. Meantime, 
nonprofit hospitals must make plans to offer retire- 
ment benefits to employees without federal assistance. 

All member hospitals will soon receive by mail a 
formal announcement of the opportunity to enroll in 
the Association’s pension plan. This plan was described 
in full in the Transactions of the House of Delegates 
mailed to member hospitals. Administrators who plan 
to offer a pension plan to employees of their hospitals 
might do well to begin discussion with their boards 
of trustees. In most instances boards will wish to es- 
tablish special study committees. Reprints of the Pen- 
sion Committee’s report are available for distribution 
to board members, and there is merit to beginning 
consideration of this matter at an early date. 

The House of Delegates was expressing the advised 
opinion of most hospital administrators when it recom- 
mended that all hospitals provide retirement benefits 
for their employees. 
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Membership for Public Hospitals 


THERE HAS BEEN A MARKED INCREASE in the institu- 
tional membership of the American Hospital Associa- 
tion among government hospitals. Yet even now only 
38 per cent of the government hospital beds are in in- 
stitutions holding membership in the Association. This 
is in contrast to 85 per cent of the beds in voluntary 
hospitals that are members. 

The primary aim of the American Hospital Associa- 
tion is to improve hospital standards in the country. 
Certainly this is an aim to which all public hospitals 
should subscribe. Every activity in the Association is 
aimed at improving the operation of hospitals, whether 
it be in administrative or professional practice, or hos- 
pital planning, or in development of the Blue Cross 
movement. 

Hospital meetings, Association publications, the 
Bacon Library, are all devices by which the latest infor- 
mation on hospital administrative procedures is cir- 
culated to the membership. In addition, the stimula- 
tion of working with those concerned with the opera- 
tion of hospitals is important for the administrator of 
the public as well as the voluntary hospital. 

Public hospitals have much to contribute to the 
American Hospital Association. Also they have much 
to gain, simply by subscribing to the aims of the Asso- 
ciation. If these public hospitals will join actively with 
the voluntary hospitals, much greater progress can be 
made by the Association in improving the operation 
of all hospitals and in working toward making hospital 
service of high quality available to every person in the 
country. 
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MEDICAL RECORDS—TO BE KEPT FOREVER? 


This subject has been discussed often in the hospital journals, and the 
titles collected here are presented as the best that have been published. 
For those with adequate library facilities, these references will suggest a 
program for reading. The Bacon Library of the American Hospital Asso- 
ciation has all the articles listed here available for loan on request. 

This is one in a series covering some of the perpetual problems of hos- 


pital administrators. 


aoe in this issue of Hospt- 
TALS, Dr. Fred G. Carter and 
Dr. F. C. Sutton propose destroying 
patients’ records after 25 years, re- 
taining a card file for pertinent in- 
formation from the discarded rec- 
ords. A solution of this problem has 
been sought for years. With a 
review of past discussions and 
thoughtful consideration of the 
solution developed by Dr. Carter 
and Dr. Sutton the administrator 
may better determine what his own 
answer will be. The following ques- 
tions are frequently asked and the 
references quoted express the opin- 
ions of previous writers in trying 
to solve this problem. 


What part or parts of the record could 
be destroyed if necessary? 


Bacon, Asa S., “How Long Shall We 
Keep Patients’ Records?” Bulletin of the 
American Hospital Association 5:37, July, 


1931. 


» Mr. Bacon surveyed 60 hospitals 
in 30 states and 12 in foreign coun- 
tries, receiving replies from all 72. 
Some 25 believed it necessary to 
keep records intact indefinitely, al- 
though there was doubt as to how 
it could be done. Nurses’ notes were 
destroyed immediately by 13 hos- 
pitals, by 10 after a period of time; 
11 administrators thought records 
could be destroyed after from five 
to go years. Several felt summary 
sheets were all that would be neces- 
sary after a reasonable period of 
time. Excerpts from 50 of the let- 
ters show the beginning of the 
trend to curtail permanent records. 


List, Walter E., M.D., “How Long 
Should a Patient’s Medical History Be 
Retained?” Hospitals 12:98, September, 
1938. 
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» Dr. List polled 35 hospitals in a 
cross-section of the country. Conclu- 
sions bore out the findings of the 
earlier study—nurses’ notes may be 
destroyed after ten years; medical 
records should be kept permanently 


if there is space; if they must be . 


destroyed abstract them on 5 x 8 
cards. Eight of the 35 believed that 
at most 25, years was sufficiently long 
to keep the records. Some felt that 
nurses’ notes should be kept only to 
coincide with the statute of limita- 
tions. 


“Hospital Records and Legal Responsi- 
bility,” reprinted from the Canadian Med- 
ical Association Journal, 1932. 


» Keeping medical records but de- 
stroying nurses’ notes seemed to be 
the general point of view in Can- 
ada. If for any reason the history is 
incomplete and the nurses’ notes 
constitute about the only record 
made, it may be advisable to keep 
them, at least until the data can be 
summarized. 


What is the advisability of abstracting 
old records for a permanent file? 


Sister M. Adele, “Must We Keep Rec- 
ords Indefinitely?” Modern Hospital 61:56, 


July, 1943. 


» Discussion with a member of the 
medical staff has made the author 
more critical of the necessity of 
keeping intact all records. Summa- 
ries for statistical purposes and for 
evaluation of the hospital’s medical 
work would fulfill the purpose of 
the chart. A novel idea is that of 
each hospital keeping a certain 
number of pneumonia, diabetic or 
other records, or perhaps filing 
them in a special central medical 








What is the law regarding the keeping 
of records? 


Hayt, Emanuel, “The Legal Future of 
Microfilm Records.” Modern Hospital 
62:61-62, January, 1944. 





» Although this article emphasizes 
the admissibility in court of micro- 
filmed records, it contains a clear 
statement on the legal compulsion 
concerning records. “The law fixes 
no specific time for the preservation 
of a patient’s chart. Records of 
adults may be needed during the 
statute of limitations . . . in the case 
of children, the statute of limita- 
tions for the bringing of negligence 
actions may not begin to run until 
the child has reached the age of 
Cisne 


Sister M. Loretta, O.S.B., B.S., R.R.L., 
“The Advantages of Filming Records.” 
Journal of the American Association of 
Medical Record Librarians 16:60-64, June, 


1945. 


» In discussing the advantages of 
filming records, Sister Loretta is 
convinced that microfilming is the 
ideal answer to the storage problem 
involved in preserving inactive rec- 
ords, but it does not work to advan- 
tage when the records filmed are 
still active. 


Huffman, Edna K., R.R.L., “A Broad 
Summary of What is Good and Bad About 
Microfilming Records.” Hospitals 18:73-76, 
October, 1944. 


» Weighing the advantages and dis- 
advantages, and discussing the time 
to microfilm, this article presents a 
comparative synopsis. A major ad- 
vantage is protection of the record 
against tampering. The disadvan- 
tages of use in research and with 
the unit record system are brought 
out. 

The articles by Mr. Bacon and 
Dr. List give suggestions on storage 
of the records. In many hospitals 
nurses’ notes are detached and filed 
in a place that need not be readily 
accessible. A cheaper grade of files 
for histories older than 10 years 
would seem to be adequate. One 
administrator said that he kept the 
records intact and tied them in 
bales—each representing a year— 
and stored them away from the rec- 
ord room. In still another hospital 
the nurses’ notes were filed sepa- 
rately in paper envelopes. 
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HAT IS NEW in restaurant food 

Ww service operation that can be 
applied to hospitals? 

The recent and forthcoming de- 
velopments in restaurant manage- 
ment were thoroughly reviewed at 
the University of Chicago June 17- 
ig during a short course in “Mod- 
ernization of Food Service Facilities 
and Operations in the Restaurant 
Industry.” This course was offered 
as part of the university’s restaurant 
administration program in coopera- 
tion with the National Restaurant 
Association. 

Faculty members, all authorities 
in their fields, covered a variety of 
subjects that are pertinent to die- 
tetics administration in the hospi- 
tal. These are summarized here. 


SPACE ALLOCATION AND LAYOUT 

In equipment planning there is 
no substitute for experience, accord- 
ing to Fred Schmid, executive of a 
large drug company. Developing a 
basic layout requires the talents of 
the owner, architect and kitchen 
engineer. The owner clarifies the 
merchandising policy and aims. The 
architect helps one think through 
the whole scheme, gives the project 
form, ties it all together and in so 
doing justifies his fee. The kitchen 
engineer helps place the units of 
equipment, studies the individual 
work areas, applies labor-saving de- 
vices and insures a good flow of food 
from the raw to the finished prod- 
uct. 

In planning the food service, the 
layout should be kept flexible, not 
static. For the best layout, the 
kitchen engineer should be selected 
on the same basis as an architect— 
by paying a fee for advice, rather 
than dealing with him on a com- 
petitive basis. The owner should 
supplement his own talents with 
outside talents as a fresh point of 
view is needed. 

Recommended formula for plan- 
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FOOD SERVICE 


MARGARET GILLAM 


DIETARY CONSULTANT, AMERICAN HOSPITAL ASSOCIATION 


ning a cafeteria: Allow 12 square 
feet per persons for the dining room 
and 15 per cent of the area for the 
serving room. For 1,000 seats use 
four counters, or 250 seats to each 
counter for every serving time. The 
kitchen space is not less than one- 
third of the dining room space and 
one-half is ideal. 

Sam V. Wells, engineer, dis- 
cussing “Space Allocation and Lay- 
out for Operating Functions”: For 
the service type restaurant of 320 
seats, allow 40 per cent of the space 
for the kitchen and 60 per cent for 
the dining room. Multiply the seat- 
ing capacity by 11 square feet to 
obtain the square feet required for 
the dining room. To obtain the 
kitchen area, multiply the seating 
capacity by 7, the approximate 
number of square feet per seat re- 
quired for the kitchen. The kitchen 
space may be allocated on a per- 
centage basis: Dishwashing 10, serv- 
ice pickup 20, cooking area 18, 
pantry service 10, preparation de- 
partment 18, pastry shop 10, and 
miscellaneous such as halls and pass- 
ageways 14. 


WORK ORGANIZATION 


Pre-positioning of tools for efh- 
cient work organization in the 
kitchen was emphasized by Orpha 
Mae Thomas, instructor, Columbia 
University. Silhouetting the tools, 
such as knives, on a wall panel 
mounted before the worker was sug- 
gested to save motions in opening 
and closing drawers and time in 
looking for tools. ‘The marine edge 
on the cook’s table protects the 
cook’s uniform and assures that any- 
thing placed on the table remains 
there. Stools and chairs placed in 
the kitchen make work easier and 
less fatiguing. Extensive time and 
motion studies in food preparation 


at Purdue University and at Colum- 
bia University provide well worked 
out information for correct place- 
ment of equipment. 


REFRIGERATION AND FREEZING 


No set rule is available to deter- 
mine the correct amount of refrig- 
erated facilities, said D. B. Arnold, 
refrigeration authority, but in gen- 
eral the factors that influence 
amount of refrigeration required 
are: (1) type of restaurant, (2) class 
of patronage, (3) seating capacity, 
(4) competition, (5) special char- 
acteristics and need of community, 
(6) expansion program, (7) seasonal 
fluctuations and (8) frequency of 
deliveries. Thirty cubic feet of re- 
frigeration for 1,000 meals per week 
is a guide. It is poor economy to load 
refrigerators with mixed foods. Sep- 
arate mechanical units for each fix- 
ture provide greater flexibility and 
better temperature control. Lower 
headroom is important. Most res- 
taurant operators will welcome the 
use of all stainless steel refrigerator 
fixtures. Some look for a_ wide- 
spread use of aluminum for refrig- 
erator exterior and interior because 
of the predicted large production. 
Plastics may be of some use to the 
refrigeration industry for door 
jambs, interior liners of doors and 
possibly for interior liners of the 
refrigerator proper. Reach-in zero 
storage units are recommended, as 
the product can be seen and more 
easily withdrawn when needed. 

Freezing units have two uses— 
storing commercially frozen foods 
and freezing precooked products. 
Immediate freezing is the most sat- 
isfactory method of preserving left- 
overs such as stews. Some restaurants 
are freezing specialty dishes at odd 
hours by establishing a three-hour 
period for packing. A production 
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line is set up to prepare in quantity 
precooked rolls and pastries previous 
to packing. Emphasis is placed on 
the careful selection of food, sanita- 
tion of personnel and premises. For 
the details in setting up a freezing 
operation, the advice of experts in 
the refrigerator business, a packag- 
ing engineer and a food technologist 
should be sought. 

Colonel Paul P. Logan, the Na- 
tional Restaurant Association’s di- 
rector of food research, told of ex- 
perimental work for the coming 
year in freezing, holding and pack- 
aging. Four hundred pints of frozen 
chicken a la king will be subjected 
to a wide variety heating and cool- 
ing tests, and the effects of refreez- 
ing will be carefully studied. 


NEW DISHWASHING METHODS 

Dishwashing costs two cents per 
meal served at a cafeteria in Dallas, 
‘Texas. In a detailed illustrated talk, 
Carlton Lawler described his plans 
to reduce this cost. Through three 
years of study and with the coopera- 
tion of an engineer, he hopes to 
revolutionize dishwashing. By an 
ingenuous device of a continuous 
conveyor belt with 414” round 
wooden pegs, dishes will not be 
handled after leaving the collecting 
station near the dining room until 
removed from the belt after passing 
through the dishwashing machine. 
He has studied the drying problem, 
experimenting with infra-red rays 
and is now considering blowing hot 
air over the dishes. He expects to 
reduce his breakage and to decrease 
his labor force from 16 people to 
six. The new method represents a 
saving in wages of approximately 
$14,000 per year. 

Gurdon Flagg, an industrial food 
service manager of Pittsburgh, de- 
scribed his method of dishwashing 
which follows the general plan of 
that described by Mr. Lawler. This 
system which has been in use 10 
years has cut his dishwashing per- 
sonnel from 18 to 8, gets the job 
done three times as fast and saves 
75 per cent on breakage. 


NEW PLASTIC MATERIALS 

Jack W. Porte, representing a 
chemical manufacturing company— 
Informative labeling is being urged 
to mark all plastics, including di- 
rections for use and care. Attractive 
samples shown illustrated the use 
of plastics for table linen, draperies 
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and furniture. upholstery materials. 
These materials are resistant to 
soilage and may be cleaned with a 
damp cloth. 


ATMOSPHERE 

John W. Root, architect, discuss- 
ing “The Significance of Appear- 
ance and Decoration”—So fast are 
we moving to the modern that in 
ten years mortgage companies will 
not lend money on a period house 
or building. We are on the eve of a 
new 500-year cycle which is modern. 
Science has reshaped our architec- 
ture but the design that is good re- 
mains always in good taste. The 
architect is put to it to keep up with 
changes. The owner should let the 
architect alone after he has de- 
veloped the plan with him, as many 
a successful scheme has been ruined 
by the owner. Atmosphere is the 
tangible thing to be obtained, but 
this does not imply the need of a 
great deal of decoration. Some 
buildings are well defined but have 
no atmosphere. The problem is 
to have both good design and at- 
mosphere. Institutional atmosphere 
should be avoided at all cost. Light- 
ing is no longer a matter of fixtures 
but is an integral part of the whole 
scheme, and must be worked out by 
the architect as is the color scheme. 


LIGHTING 

Ernst Payer, architect, discussing 
“The Influence of Lighting’—All 
lighting must be integrated into one 
uniform picture. Electric lighting 
with its many shapes, colors and in- 
tensities makes necessary an over-all 
plan. The pattern of the light fix- 
tures can pull all different areas to- 
gether. The first principle of good 
lighting is not to have any glaring 
lights in the room. 

VENTILATING 

Samuel R. Lewis, engineer—Ex- 
haust fans in the kitchen should be 
vertical and of centrifugal type, as 
disk type fans will not overcome 
resistance to such interference as 
west winds. Ducts in back of the 
ranges will take care of the ventila- 
tion in that area and will replace 
the inefficient hood. 


EQUIPMENT FORECAST 
A review of new developments 
and the forecast for delivery of food 
preparation equipment were given 
by I. S. Anoff, manufacturer. More 
stainless steel is being used in the 
manufacture of all new equipment. 








For fabricated equipment nothing 
better than stainless steel has been 
found. Manufacturers are making 
structural changes thus providing 
round corners in sinks, improved - 
sink strainers, slip-on type feet for 
table legs in place of the screw type, 
and equipment which is easier to 
clean. 

By the use of a new type burner 
gas range manufacturers have 1c- 
duced consumption 25, per cent. In- 
sulation of ranges is standard con- 
struction and square corners are be- 
ing eliminated. Experimental work 
covers the study of new alloys for 
range tops to give better heat con- 
duction, construction to avoid dirt 
catchers, and a new stamping proc- 
ess for burners to replace casting. 
Electric ranges have been complete- 
ly redesigned. 

Bake ovens have automatic tem- 
perature controls, and time contro] 
signals for the baking operation are 
a new feature. New electric fryers 
require 32 per cent less fat and give 
40 per cent more production. The 
fryer is now fitted with a removable 
sediment cup which can be taken 
out without removing the fat. 

Electric food service units are 
thermostatically controlled and 
properly insulated to reduce inter- 
ference with air conditioning. Po- 
tato peelers will have a_ nickel 
chrome disk that will be permanent. 

Steam cookers are made of num- 
ber 4 or 2B satin finish stainless 
steel and will have better controls, 
with some elimination of condensa- 
tion. Conveyor type toasters are 
now of stainless steel and have an 
improved new design to toast rolls. 
Other new models are a roll warmer 
and a sandwich toaster. 

From the best information avail- 
able the forecast on the time of de- 
liveries of various types of equip- 
ment is: Stainless steel, four months; 
fabricated equipment, eight to ten 
months; standard makes of dish- 
washers, eight to 12 months; mixing 
machines, 12 months; potato peelers, 
six to eight months; bake ovens, four 
to eight months; electric or gas fry- 
ers, three to four months; steam 
cookers, four to six months. Heat- 
ing elements and automatic controls 
show a large backlog of orders that 
may not be absorbed before late in 
the year, and it is predicted that 
electric motors will be short for 
three years. 
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CONVENTION 


IGHLIGHTING the  forty-eighth 
|; een convention of the Amer- 
ican Hospital Association in Phila- 
delphia, September go through Oc- 
tober 3, will be the report of the 
Commission on Hospital Care. This 
commission — composed of repre- 
sentatives of the public, industry, 
labor, agriculture, government and 
the professions —is concluding its 
two-year study and survey of hos- 
pital facilities in the United States. 
It is expected that its report will 
ultimately influence the future of 
hospitals of every type and size 
throughout the country. 

In recognition of the importance 
of the report of the Commission on 
Hospital Care, two general sessions 
of the convention program have 
been set aside for its presentation 
and discussion. The report is based 
on a survey and study of the pres- 
ent distribution of hospital facili- 
ties in the United States and will 
contain the commission’s conclu- 
sions and recommendations for the 
future development and expansion 
of hospital care. 

At the general session on Mon- 
day, September 30, Thomas S. 
Gates, chairman of the commission 
and president of the University of 
Pennsylvania, will present the re- 
port. A. C. Bachmeyer, M.D., di- 
rector of study for the commission 
and director of the University of 
Chicago clinics, will summarize the 
conclusions and recommendations 
of the commission. Representatives 
of the various groups that make up 
the commission will discuss their 
particular phases of the report. Spe- 
cial aspects of the report—including 
the integration of services, influences 
on general hospitals, hospital plan- 
ning, hospital financing and experi- 
ences in planning and licensing— 
will be presented at the Tuesday 
general session. 

Staffing the hospital will be the 
topic for the general sessions on 
Wednesday and Thursday. On 
Wednesday, the over-all problem 
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the Plans 


will be discussed and an analysis 
will be made of hospital personnel 
supply and salary trends and rela- 
tionships with the medical and 
nursing staffs and with employee 
organizations. The Thursday ses- 
sion will be concerned with current 
trends in nursing and will include 
educational responsibilities of hos- 
pitals, student nurse recruitment, 
surveying costs in schools of nurs- 
ing, how to meet increased costs of 
nursing service, and practical nurs- 
ing in hospitals. 

A new arrival in the field, the 
American Hospital Retirement 
Plan, will be introduced at a special 
sectional meeting on Tuesday by 
Homer Wickenden, secretary of the 
National Health and Welfare Re- 
tirement Association. Hospital con- 
struction, on Wednesday—another 
of the 17 special sectional meet- 
ings—is epected to draw an overflow 
attendance. The section on hospital 
purchasing, which is a greater prob- 
lem now than during the war, will 
present an almost one hundred 
per cent hospital purchasing agent 
panel. Representatives and adminis- 
trators of governmental hospitals 
have indicated that there will be no 
vacancies at their special section on 
Thursday. Participants in the gov- 
ernmental hospital section will in- 
clude the United States Veterans’ 
Administration, the United States 
Army Medical Department, the 
United States Public Health Serv- 
ice, the United States Office of In- 
dian Affairs, and directors of state 
and municipal hospital and health 
departments. 

John H. Hayes, superintendent 
of Lenox Hill Hospital, New York 
City, and president-elect of the 
American Hospital Association, will 
deliver his presidential address on 
Monday night at the President’s Ses- 
sion. Mr. Hayes’ address will be fol- 
lowed by the presentation of the 
1946 Public Education Contest 
awards and by the presentation of 
the American Hospital Association 


Take Shape 


Award of Merit to the person who 
has made the outstanding contribu- 
tion to hospital administration dur- 
ing the past year. At the conclusion 
of the program, the president’s re- 
ception for members and guests will 
be held. 

Through the assistance of the 
United States Department of State, 
hospital representatives of 51 
countries are being invited to at- 
tend the convention. To honor 
these foreign visitors, an interna- 
tional dinner has been planned for 
Tuesday evening. Greetings and an 
address will be made by William 
Benton, Assistant Secretary of State. 
On Wednesday evening, the House 
of Delegates and Assembly of the 
Association will meet. Policies and 
future programs of the Association 
will be considered by the delegates, 
after which the election of officers 
for the coming year will take place. 

The convention will close with 
the banquet and ball on Thursday 
evening, at which time Mr. Hayes 
will be formally inducted as presi- 
dent of the Association. 

The commercial exhibit, always 
an outstanding feature of the con- 
vention, is expected to be particu- 
larly interesting this year because 
it will be the first comprehensive 
postwar display of all types of hos- 
pital supplies and equipment pre- 
sented under the Association’s aus- 
pices. The exhibition will be housed 
in the 115,000 square-foot arena of 
the Philadelphia Convention Hall 
and more than 215 manufacturers 
and suppliers of hospital equipment 
will be represented. In addition to 
the commercial exhibit, educational 
and scientific displays will be pro- 
vided by organizations and associa- 
tions affiliated with hospital ad- 
ministration. 

Peter D. Ward, M.D., president 
of the Association, will preside at 
the official opening of the conven- 
tion and exhibition in the exhibi- 
tion hall at 9:30 A.M. Monday. 
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OSPITALS as well as industry 
H need both social security and 
-a supplementary private pension 
plan. Since the establishment of 
federal social security business has 





found it wise to add to these bene-. 


fits, and hospitals—if they are to 
compete with industry for a high 
type of personnel—will find it nec- 
essary to do likewise. 

As a member of the. original 
committee appointed by President 
Roosevelt to help establish the fed- 
eral security program I have always 
regretted that nonprofit institutions 
were excluded from participation. 
It is unfortunate that they did not 
take more aggressive action at that 
time but I hope we shall see this 
situation corrected in the next few 
years. 

But it was, and still is, the inten- 
tion that social security benefits 
should be at a subsistence level. At 
present the average monthly pay- 
ment to the primary beneficiary un- 
der Old Age and Survivors Insur- 
ance is about $24 a month. As time 
goes on this will increase somewhat. 
But to give persons somewhat more 
than this to live on after 65, aux- 
iliary private plans are needed. 

With this in mind I was pleased 
to have a part in launching the Na- 
tional Health and Welfare Retire- 
ment Association, designed for the 
special needs of organizations in 
this field, and I am particularly 
pleased that the American Hospi- 
tal Association, through the studies 
of its Pension Committee, has voted 
to join forces with the National 
Health and Welfare Retirement As- 
sociation in making available to 
hospitals a choice of two plans on 
a nonprofit basis. 

Perhaps it will be of interest to 
review briefly the growth of this 
new association. It grew out of the 
need for some system by which 
workers in various community serv- 
ice groups could be pensioned. In 
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PENSIONS—Background of 
the Associaton PROGRAM 


GERARD SWOPE 


CHAIRMAN, NATIONAL HEALTH AND WELFARE RETIREMENT ASSOCIATION, INC. 


almost every city the welfare organ- 
izations, including hospitals, in pre- 
senting budgets to their Community 
Funds came up against this problem 
every year. Responding to a nation- 
wide demand for a solution to the 
problem, the national organization, 
Community Chests and Councils, 
Inc., set up a Study Committee rep- 
resenting many interests, under the 
chairmanship of Tom K. Smith 
of St. Louis, former president of 
the American Bankers Association; 
Rainard Robbins, vice president 
and actuary of the Teachers Insur- 
ance and Annuity Association, was 
the consultant. 

The Study Committee found that 
the usual type of retirement plan 
set up for industry is not well suited 
to this field. Hospitals as well as 
visiting nurse organizations, tuber- 
culosis societies, homes for the 
chronic sick and other types of 
health and welfare agencies con- 
stitute a nationwide cooperative 
movement, in which workers nat- 
urally—and in the interest of good 
public service—move from one in- 
stitution to another. Most indus- 
tries, being on a competitive basis, 
try to retain their personnel at all 
costs, while in these public service 
organizations a reasonable amount 
of movement is desirable. 


For instance, almost every hos- 
pital has benefited by the ex- 
perience which its administrator 
brought from another institution 
or the training which its nursing 
supervisors had elsewhere. 


For this reason the Study Com- 
mittee came to the conclusion that 
transferability of pension benefits 
from one institution to another is 
in the public interest and should 
be included in the plan just as it 
is between industries covered by the 
social security program. 








But transferability can only be 
achieved through an association 
with members in all parts of the 
country. Furthermore it is possible 
only through letting the participant 
have fully vested rights to pension 
benefits which he can carry with 
him. 

This Study Committee, after ex- 
amining all types of plans, decided 
that because of the unpredictability 
of the cost of a “fixed benefit” plan 
such as is used in industry, hospitals 
and welfare agencies would be well 
advised to avoid its use. They must 
always keep the cost of a pension 
program within controllable limits, 
and therefore, should adopt a 
“money purchase” plan. That is a 
plan in which the cost, in terms of 
the percentage of the budget, is 
fixed from year to year and the 
benefits vary according to age, sex, 
length of service and similar factors. 

Based on these principals the Na- 
tional Health and Welfare Retire- 
ment Association through funds 
provided by Community Chests and 
Councils, Inc. was incorporated 
early in 1945 and went into opera- 
tion on October 1, 1945. 

All of the material developed by 
the Study Committee was turned 
over to the Pension Committee ap- 
pointed by the American Hospital 
Association in 1944. After months 
of deliberation the Pension Com- 
mittee decided that the new retire- 
ment association had many desir- 
able features and at the request of 
the Pension Committee it was 
agreed that the retirement associa- 
tion would amend its by-laws and 
modify its original plan to help 
meet the needs of hospitals. 

To insure the closest cooperation 
five representatives of the American 
Hospital Association were elected 
to the board of trustees of the re- 
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tirement association and John 
Hayes, president-elect, was asked 
to serve as a member of the Execu- 
tive Committee. 


The report of the Pension Com-— 


mittee to the American Hospital 
Association House of Delegates 
covers very adequately the provi- 
sions of the two plans available to 
hospitals under the retirement asso- 
ciation. 

As one reads the report and stud- 
ies the literature being prepared 
he will realize that the benefits are 
modest—and they should be thought 
of as ultimately supplementary to 
social security. There is one point 
in this connection which should be 
borne in mind—that is that most 
insurance companies earn approxi- 
mately the same amount of interest. 
Therefore, if the amount contrib- 
uted is the same under different 
plans, the benefits in the long run 
will be the same. There is no sleight 
of hand by which small contribu- 
tions can produce big benefits if 
sound insurance practices are fol- 
lowed and the rights of the em- 
ployee given first consideration. 

When the Study Committee had 
completed its work and made rec- 
ommendations that a retirement 
plan be put into effect and be an 
insured plan, a small Organizing 
Committee was formed, with Henry 
S. Beers, vice president of the Aetna 
Life Insurance Company, serving 
in an advisory capacity. This com- 
mittee consulted 44 insurance com- 
panies as to whether or not they 
would reinsure the benefits for the 
National Health and Welfare Re- 
tirement Association. Some com- 
panies did not handle group an- 
nuities, some were not qualified in 
all states, some that preferred only 
industrial plans were not interested 
and some were not large enough to 
satisfy the committee. 


Six companies qualified and of- 
fered to reinsure the benefits. The 
committee chose the John Hancock 
Mutual Life Insurance Company of 
Boston because it is a large con- 
servative company, widely experi- 
enced in group annuities and group 
insurance. In addition to being safe- 
guarded by the assets of one of our 
great life insurance companies, the 
participants in these plans can be 
further reassured as to their future 
security inasmuch as they are under 
the supervision of the superintend- 
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ent of insurance of the State of New 
York, so that all of the operations 
of our association are subject to the 
closest scrutiny. 

The affairs of the National 
Health and Welfare Retirement 
Association are under the manage- 
ment of sixty trustees, a group of dis- 
tinguished citizens representing all 
parts of the country and many in- 
terests. Included in the group are 
such men as Charles Francis Adams 
of Boston, Winthrop Aldrich, John 
Sinclair, Henry Bruere, Marshall 
Field and Gordon Rentschler of 
New York, Edward Ryerson of Chi- 
cago, Clarence Chaney of Minne- 
apolis, Dr. Thomas S. Gates and 
Lessing Rosenwald of Philadelphia, 


William J. Flather Jr. of Washing- 
ton, D. C., Milton H. Glover, vice 
president of the Hartford National 
Bank and Trust Company and a 
member of the board of directors 
of the Connecticut General Life 
Insurance Company, serves as presi- 
dent of the association on a volun- 
tary basis. 

It is a pleasure to report that al- 
though the National Health and 
Welfare Retirement Association has 
been in operation only since last 
October, monthly contributions 
from employers and employees are 
already being received at the rate 
of $1,800,000 a year. At the present 
rate of enrollment this figure should 
be doubled in a few months. 


Theres Competition for Good Men 


"pinning is converting from 
wartime activity to its peace- 
time activity many of the men who 
came from civilian life into the 
Army and who have added to their 
civilian-acquired experience both 
fact-power and skill-power which 
came from participating in the gi- 
gantic managerial problems asso- 
ciated with the greatest single un- 
dertaking of all times. 

Government has become consci- 
ous of the fact that you must pay 
for what you get and that you sel- 
dom get more than you pay for. 
Government has become conscious 
of the need to pay these types of 
administrators and management 
consultants salaries commensurate 
with the principles of good manage- 
ment itself. This for example, was 
fundamental in the approach of 
Gen. Bradley and Dr, Hawley to 
their monumental undertaking in 
the postwar plan for the care of 
veteran patients and the institution 
of a control division called Coor- 
dination and Planning. 

Time was when such talent was 
available only in the voluntary 
fields. If we would have our vol- 
untary hospital and voluntary com- 
munity administrative mechanisms 
capable of working their postwar 
plans for increased facilities to 
meet increased needs, and come 
through the next five to seven years 


of prosperous times organizational- 
ly and managerially equipped to 
assume their full potential stature 
to meet the needs that will follow 
that period of prosperous times, I 
suggest that the representatives and 
trustees of voluntary institutions 
would do well to remember that 
(1) their plans will be as good as 
their execution, (2) their execution 
will be as good as their administra- 
tive top-management and operators 
and, (3) that you pay for what you 
get and should not rely upon get- 
ting more than what you pay for. 
There will be competition for 
trained planning, administrative 
and managerial talent in the next 
years to come. The demand for 
hospital and allied facilities will 
create this need. During the pros- 
perous years to come our sixth larg- 
est business in this country can ill 
afford to lose its existing and poten- 
tial administrative, coordinating 
and managerial talent to the more 
lucrative fields of private industry 
or, believe it or not, to government. 
We must pay our staffs well that 
they may look after our patients 
well. We must have personnel man- 
agement skilled in the art of per- 
sonnel management. 
_ From an address given by Major 
Ross Garrett at. the Midwest Hospital 
Association conference, Kansas City, 
Mo., April 24-26. Major Garrett is con- 
sultant_to the surgeon general of the 
Army. He formerly was director of the 


Army’s Medical Department Control 
Division. 
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l' PLACES LITTLE strain on one’s 
memory to recall the trying con- 
ditions under which hospitals op- 
erated during the war years and 
how they were made bearable only 
by the encouraging thought that the 
difficulties encountered each day 
were but temporary in nature, and 
by the confident belief that ending 
of the war would bring sorely need- 
ed help to hard-pressed personnel. 
Especially was this true when 
thoughts turned to nursing service 
where a gallant struggle to defeat 
death and restore health was car- 
ried on by groups of nurses, short 
in number but long on devotion to 
duty. 

All through the war, nursing 
staffs were constantly weakened in 
order to supply the imperative 
needs of service hospitals. So great 
was the demand that a draft of all 
graduate nurses was actually pro- 
posed shortly before the fighting 
ceased. Under these conditions, the 
hospital welcomed any help that 
could be obtained and volunteer 
aides and orderlies played an im- 
portant part in the nursing of pa- 
tients. 

In such an atmosphere it was un- 
derstandable for the home front 
nurse to anticipate hopefully the 
return of the service nurse and to 
look forward eagerly to the day 
when things would be back to the 
elusive condition known as normal. 

Hostilities have long since ended. 
Yet surrender of the axis powers 
has brought, not relief, but shat- 
tered illusions. Millions of service 
men and women have returned to 
civilian life, but the anxiously 
awaited reinforcements have failed 
to reach over-burdened hospitals. 


From an address given before the 
Fifth Annual Conference, National As- 
sociation for Practial Nurse Education, 
New York City, May 21, 1946. Mr. Mc- 
Cormack is immediate past president of 
oo Association of New York 
State. 
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PRACTICAL NURSES 
—the Vital Part They Play 


JOHN F. McCORMACK 


SUPERINTENDENT OF HOSPITALS, 
COLUMBIA-PRESBYTERIAN MEDICAL CENTER 
NEW YORK CITY 


Once more attention is concentrat- 
ed on nursing service where lack of 
nurses continues to cause deep con- 
cern. Plainly, the coming of peace 
has not solved the problem of in- 
stitutional nursing. 


The return of the service nurse 
was taken for granted and no par- 
ticular alarm was felt because she 
failed to arrive when peace was 
declared. It was natural that she 
join her family for a well earned 
rest and there was no doubt she 
would be on duty when her ter- 
minal leave expired. Unfortunately, 
anticipation and realization have 
not been synonymous in this in- 
stance. 


The nurse has failed to report 
to the hospital and, while the rea- 
sons for her non-appearance should 
be accurately ascertained and prop- 
erly evaluated, the situation now 
calls for vigorous action to quickly 
restore to full strength greatly de- 
pleted nursing ranks. A good be- 
ginning would be made by a real- 
istic appraisal of the nursing pic- 
ture, thereby gaining a_ better 
understanding of the problem and 
improving the-chances of finding 
the correct solution. 


The need for nurses is great and 
the signs point: to an increasing 
demand that will continue for years 
to come. The hospital is in com- 
petition with government, business 
and private practice for the services 
of the nurse and, to be successful, 
must offer opportunity for self de- 
velopment and promotion in posi- 
tion, exceptional working condi- 
tions, full health protection and the 
means to achieve economic security, 
particularly in old age. The nurse 
has learned that “life is real, life 








is earnest” and that it takes much 
more than an aura of glamour and 
romance to meet the necessities o| 
everyday existence. 

Aside from the activities of the 
professional staff, the most impor- 
tant function of the hospital is to 
provide adequate nursing care for 
the sick. ‘The registered graduate 
nurse is the staunch foundation 
upon which good nursing care now 
firmly rests and there it must re- 
main. The mortality rate and the 
length of patient’s stay in the hos- 
pital have been appreciably re- 
duced in recent years. A goodly 
share in this notable achievement 
may be fairly credited to improve- 
ment in nursing technique. Further 
progress in this respect requires 
that nursing education continue to 
keep academic pace with develop- 
ments in medicine and that the 
standards for nursing practice re- 
main high. 

It would be a mistake, however, 
to interpret this to mean that all 
nursing must be done by a regis- 
tered nurse, since to do so would 
tend to deprive many people of 
needed nursing care. Medicine, law 
and accounting, to name a few, are 
indisputably established professions 
and yet it is not necessary for the 
doctor, the lawyer or the certified 
public accountant to do all of the 
work connected with those activi- 
ties. Much use is made of auxiliary 
workers in the three fields and it 
would seem quite possible to follow 
the same procedure in nursing 
where, indeed, it has already been 
demonstrated convincingly that 
good nursing can be done by prop- 
erly supervised auxiliaries. 

For example, during the war the 
graduate nurse with the rank of 
commissioned officer directed the 
activities of thousands of corpsmen 
in service hospitals with eminently 
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satisfactory results. At home, her 
sisters guided the efforts of other 
thousands of volunteer aides and 
orderlies in a manner that over- 
came handicaps and produced nurs- 
ing care of a high order. It is im- 
portant to note that the corpsmen 
and the volunteers functioned ac- 
ceptably although given much less 
instruction than the practical nurse 
who is thoroughly schooled in the 
fundamentals of nursing. 

A practical nurse is defined as a 
person trained to care for semi- 
acute, convalescent or chronic pa- 
tients requiring service under pub- 
lic health agencies or institutions 
or in homes, who works under the 
direction of a licensed physician 
or the supervision of a registered 
graduate nurse and is prepared to 
give household assistance when 
necessary. The definition clearly 
indicates the place of the practical 
nurse in nursing and leaves no rea- 
sonable ground for any conflict 
with the registered nurse. Hospitals 
that employ the practical nurse re- 
port complete satisfaction. 

There are other reasons why hos- 
pitals should use the practical nurse 
whenever and wherever it may be 
done without detriment to the pa- 
tient. Current compensation paid 
by many New York City hospitals 
aggregates a staggering total when 
applied to a full staff of registered 
graduate nurses. There is a sub- 
stantial difference between the re- 
muneration of a registered nurse 
and the pay of a practical nurse, and 
the additional load poses a serious fi- 
nancial problem for the hospital. 
Judicious use of practical nurses at 
differential rates of pay would help 
solve the problem and enable the 
institutions to equitably recom- 
pense both groups. Practical nurs- 
ing brings much needed relief to 
hospitals at an early date since the 
practical nurse can be trained in a 
year or less while it takes between 
three and five years to graduate a 
registered nurse. 

Leaders of the nursing profession 
have agreed there is a place for the 
practical nurse in_ institutional 
nursing; hospitals have agreed there 
is an urgent need for nursing help; 
and both have agreed the practical 
nurse is competent to perform cer- 
tain nursing duties. Let both, then, 
take definite and immediate steps 
to make the practical nurse an in- 
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tegral part of institutional nursing. 

Education of the registered nurse, 
training of the practical nurse, syn- 
chronization of their functions and 
duties, revision of institutional 
nursing care to allow for maximum 
use of the practical nurse are mat- 
ters for committee consideration. 
They will have a far reaching ef- 
fect on nursing, the nurse and the 
hospital and no time should be lost 
in putting them into proper per- 
spective. It is my suggestion that the 
present academic and _ professional 
standing of the registered nurse be 
maintained, but that a college de- 
gree be required as a requisite for 
registration in the immediate years 
to come. 

Schools of nursing would be di- 
vided into two groups: the profes- 
sional school affiliated with a uni- 
versity or college which would 
graduate students qualified to teach 
or practice nursing in all of its ram- 
ifications; the occupational school 
which would train qualified candi- 
dates to perform nursing functions 
requiring a modicum of profes- 
sional knowledge and skill. The 
registered nurse would be the 
known possessor of an academic 
degree in the profession of nurs- 
ing, the practical nurse would hold 
a vocational certificate as a nursing 
auxiliary, and no individual would 
be a contusing combination of both. 

The division would be cleancut; 
it would definitely establish a recog- 
nizable differentiation between the 
registered nurse and the practical 
nurse in education, position, func- 
tion and compensation. The status 
of many schools of nursing would 
be altered but the change would 
eventually work toward the best in- 
terests of all concerned. At this 
point it might be appropriate to 
express the opinion that enroll- 
ments in both types of schools 
would be facilitated if matriculants 
were welcomed as students rather 
than apprentices with first consid- 
eration being given to instruction 
both in the classroom and on the 
hospital wards. It is, of course, to 
be understood that all persons en- 
gaged in nursing would be licensed 
by the state as heretofore. 

A look at existing conditions en- 
courages the belief that competent 
nurses will be busy for years to come 
and that the nursing profession 
should prepare to carry the heaviest 








load ever placed on it. Here are 
my reasons for those conclusions: 

1. To begin with, there is a short- 
age of nurses, hospital occupancy 
has reached new high levels, and 
there are long waiting lists of per- 
sons waiting to enter the institu- 
tions. 

2. There will be thousands of ad- 
ditional patient-beds when the 
availability of labor and materials 
makes it possible to carry out plans 
already completed by government 
and private enterprise. 

3. There are many unfilled re- 
quests for private duty nurses in 
homes and hospitals. 

4. Business has realized that good 
health is a valuable economic asset 
and more nurses are going into the 
industrial field. 

5. The importance of public 
health is generally recognized and 
expansion of the service will give 
employment to many nurses. 

6. Nurses are needed in the of- 
fices of doctors re-entering private 
practice after returning from war. 

7. Advances in medicine call for 
the services of nurses with knowl- 
edge of new techniques. 

8. The increased earning power 
of workers will pay for more med- 
ical and hospital care which nurses 
will be called upon to help give. 

9. Intensive and successful efforts 
of Blue Cross Plans will produce 
thousands of additional hospital pa- 
tients, and more nurses will be re- 
quired for their care. 

10. The 40-hour week is already 
in effect in the Veterans Adminis- 
tration, in industrial nursing, in 
public health nursing and in doc- 
tors’ offices. General adoption of 
this work period throughout the 
nursing field would add to the num- 
ber of nurses needed. 

11. Health is becoming a num- 
ber one topic all over the country. 
Strong evidence of this is found in 
the hearings being conducted be- 
fore Congress on the Wagner- 
Murray-Dingell bill, by the surveys 
of hospital facilities being carried 
on in all states and by the sig- 
nificant fact that health protection 
is actually a principal issue in some 
labor-management negotiations. All 
of this inevitably will lead to the 
employment of more nurses: 

The promising outlook for nurs- 
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ing should not blind us to the realiz- 
ation that a future which offers 
bright prospects to the nurse brings 
weighty responsibilities to both the 
hospital and the nursing profession 
since upon the two depend the 
quality and quantity of nursing care 
available to meet a demand certain 
to go well beyond any yet made. 
The only logical line of action those 
concerned can take is, first, to make 
nursing a desirable life work in all 


An Opposing View: 
ONLY NURSES CAN NURSE 


A“ TITLE THAT may be applied 
to a group of women trained 
to serve under the direction of 
graduate nurses in hospitals and im- 
plies the word professional, as does 
practical nurse, nurse’s aide or pro- 
fessional attendants, is dangerous. 
There is a falsely implied meaning 
even though innocently established. 
On one hand, we say there is dan- 
ger that the practical nurse will 
render service that is the sole duty 
and responsibility of the graduate 
nurse and that she may eventually 
replace the graduate nurse by as- 
suming responsibilities contrary to 
her training. 

Graduate nurses do not like the 
expression practical nurse nor 
would they endorse with greater 
enthusiasm any title that infers pro- 
fessionalism. Yet we endorse prac- 
tical nurse and actually set up the 
machinery whereby this group re- 
ceives diplomas and state licenses 
to practice. All this formality sounds 
very professional to those who re- 
ceive such recognition. And is it 
not natural—a diploma or certifi- 
cate and license to practice? 

There is no question of the need 
for carefully selecting women and 
training them to carry out only the 
‘ non-professional services that have 
been a necessary part of hospital 
nursing service. They should be 
trained and taught to serve as do- 
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respects and second, to convince 
women of character that by helping 
others they truly help themselves. 

Generous volunteers gave valiant 
assistance to wartime nursing, but 
it would be a poor show of grati- 
tude and a serious misjudgment of 
the situation to continue to place 
on willing shoulders a burden they 
cannot carry and should not be 
asked to bear. Regular personnel, 
in this specific instance registered 
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practical nurses, is the answer and 
no time is to be lost in securin» 
sufficient numbers. This is a job 
for united, coordinated and coope:- 
ative action by hospital associations, 
nurse associations and medical so- 
cieties all over the country and to 
obtain maximum results it must 
be undertaken in a spirit of mu- 
tual confidence, understanding anil 


trust. 













SUPERINTENDENT, YONKERS GENERAL HOSPITAL, YONKERS, NEW YORK 


mestics, for that is their role. This 
group of auxiliary workers should 
be taught to understand and recog- 
nize there is a solid wall separating 
them from professional nurses, so 
that they will not consider ‘them- 
selves professional. 

Their uniforms should in no way 
resemble that of the graduate nurse. 
Their title, whatever it may be, 
should be easily distinguished and 
prominently displayed on the uni- 
form. Patients should be able at a 
glance to recognize the difference 
between the domestic and the nurs- 
es — both of whom are considered 
necessary and valuable by the pa- 
tient. 

Instruction should be in lay 
terms, omitting all references to 
what they should not do; concen- 
tration and emphasis should be 
placed on what they are trained to 
do and they can never go beyond 
those limits. Nurses are so accus- 
tomed to professional viewpoints 
that their participation in a teach- 
ing course for domestics should be 


guarded—there being danger of ex- . 


posure to professional duties. The 
contents of the course and the man- 
ner in which it is given and a clear 
understanding by the staff of nurses 
who will direct the domestics is 








absolutely necessary if the program 
is to function to the satisfaction of 
the patient, graduate nurse, physi- 
cian and hospital. 

The Yonkers General closed its 
training school for nurses prior to 
my appointment as superintendent. 
The last student will complete 
training next August. At the time 
our school was discontinued an 
agreement was made with Wagner 
College on Staten Island making us 
a cooperating unit of Wagner Col- 
lege School of Nursing. Due to the 
geographical location of the two 
institutions, however, the agree- 
ment terminated the first of this 
month. 

We do not intend to reopen a 
school for training nurses. In view 
of today’s requirements and tomor- 
row’s standards we believe that a 
hospital of our size, type and finan- 
cial status will serve its community 
better when we leave the field of 
education to those who specialize 
in teaching and concert our own 
efforts and resources on service. 

Some may ask, “Where will the 
supply of nurses come from?” Many 
universities will add a school of 
nursing to their educational pro- 
grams that will offset in part the 
loss of training schools similar to 
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the case of Yonkers General. The 
National Planning Committee that 
is set up to recruit nurses will direct 
candidates to universities or univer- 
sity-connected hospitals or to those 
endowed hospitals that conduct 
schools on a university level. 

It has been publicly stated that 
the plan is to eliminate 600 existing 
training schools for nurses. How? 
By requiring rigid educational 
standards, social and recreational 
activities and advantages to the 
student that 600 hospitals cannot 
meet in order to obtain approval 
of their schools. It is well to remem- 
ber that the student nurse of to- 
morrow will be a student and not 
engaged in rendering service to 
patients, as has been the previous 
practice. 

As more hospitals discontinue 
education of nurses more of them 
will introduce courses of instruc- 
tion to qualify carefully selected 
women to render non-professional 
duties under the direction of grad- 
uate nurses. As these programs ma- 
terialize fewer graduate nurses will 
be required to maintain quality 
hospital service. The time will 
never come when hospitals can 


operate without nurses. We trust 
that the time will come when hos- 
pitals can operate more efficiently 
with fewer nurses. 


Voluntary hospitals should not 
rely to any great extent on relief 
from graduates under the U. S. 
Cadet Program. Many times I have 
seen proof that the cadet nurse was 
primarily interested in hospital at- 
mosphere, association and uniform 
glamour. Some have admitted open- 
ly that they were not interested in 
nursing. The professional mortality 
rate of this group of young women 
will be exceedingly high. 

The Yonkers General is _plan- 
ning a course of instruction for 
women of sufficient intelligence to 
qualify for fulltime employment, 
enabling them to perform the many 
duties that do not require the time 
and energy of professionally trained 
women. They will be trained to do 
the job that we believe should be 
done in our hospital. They will not 
be practical nurses. They will not 
be professional in any sense of the 
word. Neither will they be licensed 
to practice. Rather, they will be 
domestics appreciated in the same 
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sense that one appreciates properly 
trained domestics in the home. 
They will be trained, designated 
and known as hospital service as- 
sistants. 

This move is not being made to 
meet the existing emergency in 
shortage of nursing personnel. It 


is one step to prevent hospital costs 
from soaring beyond the reach of 
the average person. It has become 
necessary for hospitals to limit the 
duties of nurses to strictly profes- 
sional procedures and confine do- 
mestics to what such limitations 
leave undone. 


About Nursing in General— 
CRAFT or PROFESSION? 


UCH AS I HONOR the advances 
M made by the leaders in the 
nursing profession during the past 
75 years and happy as I am that the 
sights of nursing education have 
been set high, I still make bold to 
suggest that nursing as it. is prac- 
ticed between the patient and the 
nurse is a craft and not a profession 
—perhaps the oldest of crafts and an 
honored one. But, like the teacher 
who insists on thinking of himself as 
an educator and the newspaperman 
who insists on calling himself a jour- 
nalist, something is lost when nurses 
begin an unqualified worship of 
academic degrees and a slavish in- 
sistence upon “professional status.” 


I think the time has come for us 
to review the whole wide field of 
nursing and to define just what it is 
we expect of these 200,000 women. 
First and foremost is the bedside 
nurse—in the home and in the hos- 
pital. She performs an honored 
function which stems from the deep- 
est roots of human sympathy. Late- 
ly, we have broadened her scope of 
activity to include the specialized 
techniques of phychiatric, pediatric, 
industrial and public health nurs- 
ing. Each of these specialties calls 
for special skills of both head and 
hands. 


I would be the first to encourage 
the broadest possible training for 
this work and the first, as well, to 
support the view that the effective 
nurse in each of these specialties 
needs special qualities of heart to 
achieve her fullest usefulness. Her 
spirit must be big, and her under- 
standing broad enough to enable 
her to share some part of herself 
with each of her patients. This is 


perhaps most obvious in the fields 
of psychiatric and public health 
nursing, but is more subtly true in 
any of the direct contacts between 
patient and nurse. 

Training for effective work of this 
sort is not something that can be 
learned in a classroom alone. Wise- 
ly, the apprenticeship idea of the 
old guilds has its counterpart in 
modern nursing education. This 
must always be the mainstay of the 
training for the troops in our nurs- 
ing army supported, however, by 
enough academic work to assure in- 
tellectual and emotional maturity 
in our graduates. 

It is unrealistic, in my judgment, 
to confuse the training of the vast 
number of nurses needed to per- 
form purely nursing functions with 
the educational machinery neces- 
sary to train the specialists in nurs- 
ing administration. Those special- 
ties are, in my opinion, the post- 
graduate courses for nurses. We do 
nursing and the public a disservice 
if we attempt to train every grad- 
uate for the duties of nurse super- 
intendent and director of the train- 
ing school. To draw an analogy 
from business—we will soon “price 
ourselves out of the market’”—for 
there is a limit to the public funds 
available for nursing. Let us then 
encourage the exceptional student 
to undertake the necessary specializ- 
ed training, but let us honor nurs- 
ing for what it is—the oldest and 
most respected of crafts. 


From an address given by J. D. Col- 
man at the graduation exercises of the 
School of Nursing, Maryland General 
Hospital, Baltimore, May 21, 1946. Mr. 
Colman is executive director of Asso- 
— Hospital Service of Baltimore, 
ne. 
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The PERSONNEL Zine 
of COMMUNICATIONS 


N THE BROAD SENSE, employee pub- 
lications include any internal 
newspaper or magazine specifically 
edited for the employees, employee 
handbooks and training or operat- 
ing manuals of various kinds. Sing- 
ly, or in any combination, these 
publications represent one of the 
most effective means of communica- 
tion in interpreting a personnel re- 
lations program. 

In the preceding sentence delib- 
erate emphasis has been placed on 
the word “interpreting.” Employee 
publications in themselves cannot 
take the place of a planned person- 
nel relations program. Such a pro- 
gram must be in existence before 
the employee publication can take 
over the job of interpreting it to the 
employees. Thus it finds a proper 
niche in the personnel relations 
structure as an important and 
primary means of communication. 

In the following paragraphs con- 
siderable space will be devoted to 
delineating the various means of 
communication, together with their 
advantages and disadvantages. Even 
a cursory reading will quickly indi- 
cate that the weight of the scale in- 
clines toward the employee publica- 
tion in the discussion. This, then, 
points up an obvious inference that 
employee publications represent a 
better means of communication. 
Why is this so? 

A personnel relations program is 
only as effective as the line of com- 
munications by which it is received, 
absorbed and understood by the 
average employee. This axiom of 
modern business is just as appli- 
cable to the voluntary hospital or- 
ganization as it is to a profit-making 
industry. 

It matters not a whit if the hospi- 
tal director or administrator is sin- 
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cerely interested in the welfare of 
every single employee—unless the 
employee knows it. Thus a sound 
personnel relations program with 
the improvement of employer-em- 
ployee relations as its core should 
take into consideration not only the 
methods by which the improvement 
is to be gained, but the means by 
which those methods can best be 
made effective. 

There are various means of com- 
munication with the employees. In 
addition to the employee publica- 
tion, personnel communication may 
include personal contact, group 
meetings, letters, bulletins and the 
deadly “hospital grapevine.” An un- 
derstanding of these means, their 
advantages and disadvantages, is 
pertinent to a discussion on person- 
nel communications. 

Personal contact as a means of 
personnel communication is ad- 
vantageous where the complement 
of personnel is small. The person 
making the contact has the oppor- 
tunity of meeting the employee face- 
to-face, thus making the most of the 
personality element in conversation. 

On the other hand the realist, 
without detracting from any of 
these salutary effects, will point out 
that the average employee is likely 
to be embarrassed by a face-to-face 
discussion with a member of the 
top strata of management. He is 
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just as likely not to ask questions 
for fear of appearing stupid and so 
may go his way bewildered or re- 
sentful and with an angry feeling 
of frustration or aggravated doubt. 

Group meetings as a means of per- 
sonnel communication maintain a 
portion of the personal contact ap- 
proach. They enable the person 
conducting the meeting to speak to 
a larger number of people at one 
time, and therefore are effective 
with larger organizations. 

Again the practical realist will 
point out that such meetings tend 
to foster the herd instinct, with a 
few dominant individuals, right or 
wrong, taking the lead in the dis- 
cussions. True, lively discussions 
may be promoted this way. But 
these discussions sometimes become 
involved in a labyrinth of side is- 
sues, are entirely over the heads of 
the average employee, or tend to 
become boresome. Real issues are 
often deliberately or unintention- 
ally avoided. Finally, after the meet- 
ing is over, each employee is likely 
to go his way with a different 
opinion. 

Both personal contact and group 
meetings suffer diminishing returns 
that vary according to the length 
uf time that passes between the con- 
tacts or meetings. The high pitch of 
enthusiasm engendered at the time 
will have a tendency to fade rapid- 
ly. Clear impressions become con- 
fused by frequent failure to remem- 
ber accurately. Issues are fogged by 
variance in opinions as to what ac- 
tually was said or done. 


Letters individually addressed to 
each employee are advantageous in 
that the subject matter can be pre- 
pared carefully and thus is less likely 
to be misinterpreted. Letters can be 
read and reread until their meaning 
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is clear—and they can be retained 
for future reference. 

But letters, no matter how inti- 
mate, are still only a substitute for a 
face-to-face conversation. Since they 
originate with top authority there 
is an inescapable touch of talking 
down to the employee, particularly 
in matters relating to policy. 

Bulletins, if mailed or handed to 
each employee individually, have 
the same effect as letters. If posted 
on a board they are less effective in 
matters relating to policy. 

While the grapevine type of per- 
sonnel communication is certainly 
not one to bear the stamp of man- 
agement approval, it nevertheless 
exists in greater or lesser degree and 
must be reckoned with accordingly. 
The grapevine needs little explana- 
tion but demands careful considera- 
tion and must be recognized as a 
means of communication, if only 
for control purposes. 

Rumors, of course, are the meat 
on which the grapevine is fed. 
Rumors originate in the lack of 
proper information and in the mis- 
interpretation of facts. They are 
nourished by doubts, fears and con- 
fused thinking. They are communi- 
cated by an instinctive desire to ac- 
quire information and to pass it 
along with personal embellish- 
ments. Thus rumor and the grape- 
vine are synonymous. And they can 
be deadly in the extreme to the im- 
provement of employer-employee 
relations, unless the confused think- 
ing and other causes which foster 
their existence are cleared up. 

It has been shown that the means 
of personnel communication so far 
discussed have a tendency to be in- 
adequate. This very inadequacy 
breeds rumors and can be summar- 
ized as follows: 

1. The single impact of a per- 
sonal contact does not register all 
the facts. 

2. The point at issue is often mis- 
understood and sometimes creates 
confusion in group meetings. 

3. Resentment at being “talked 
to” from a distance clouds the sin- 
cerity of subject matter in letters. 

4. Opinions are often formed on 
‘he misinterpretation of posted bul- 
letins. 

In the discussion to follow, three 
iypes of employee publications are 
covered: the employee handbook, 
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the training or operating manual 
and the house newspaper or maga- 
zine. Employee publications as a 
group have certain broad advan- 
tages over other means of personnel 
communication. These are: (1) Be- 
ing separately bound they have a 
distinct identity which connotes 
authenticity of the subject matter; 
(2) they register a desired impact 
through careful preparation of the 
subject matter; (3) they increase the 
lasting effect by enhancing the solid- 
ity and permanency of the subject 
matter. 

Authenticity is achieved in an em- 
ployee publication by distinct iden- 
tity acquired through separate bind- 
ing. Textbooks, newspapers and 
magazines are examples of this 
phenomena—and its accompanying 
statement: “It must be so, I read it 
in a (book, newspaper, magazine).” 

Styling to conform more closely 
to recognized standards of news- 
paper, magazine or textbook pro- 
duction increases the effect of 
authenticity. Use of one or more 
added colors, illustrations, attrac- 
tive type and sound makeup all 
tend to increase the effect of the 
final presentation. 

Desired impact can be achieved 
by careful preparation of the sub- 
ject matter. Careful preparation is 
a necessity in any personnel commu- 
nication. In the preparation of 
matter to be contained in a sepa- 
rately bound employee publication 
the production process tends to 
force careful preparation and con- 


sequently greater accuracy. Follow- 
ing a typically sound pattern the 
subject must be thought about, com- 
posed in a first draft, corrected and 
possibly revised, submitted to vari- 
ous authorities for criticism and ap- 
proval, and finally proofread before 
production. 

Lasting effect is achieved in an 
employee publication by enhancing 
the solidity and permanency of the 
subject matter. An employee hand- 
book presented to the new employee 
immediately upon his accession to 
the organization will supply him 
with the basic fundamentals of the 
personnel policies. A training or 
operating manual will supply the 
new employee with the basis of his 
job routine. It will enable him to 
perform his duties efficiently and 
with a minimum of confusion—thus 
producing better employees, lower 
labor turnover and increased effi- 
ciency. 

An employee newspaper or maga- 
zine achieves lasting effect through 
continuous publication and edi- 
torial elasticity. Critical themes can 
be approached from many angles in 
successive issues until the desired 
effect is attained. Constant repeti- 
tion, properly handled, always has 
been an excellent teacher. 

The purposes of an employee 
handbook are to greet the employee, 
to supply him with fundamental 
facts about hospital personnel poli- 
cies and to humanize the hospital 
organization. 

Greeting. In an organization 
which numbers employees in scores 
or only few hundreds it is some- 
times possible for the director to 
interview each new employee and 
welcome him into the organization, 
but when the number of employees 
increases who is to extend the wel- 
come? The employee handbook fits 
into this situation nicely. 

The need for a welcome is ap- 
parent when considering the em- 
ployee’s viewpoint. He is joining a 
large organization of which he ex- 
pects to become a productive mem- 


-ber. What is the organization? What 


are its rules and regulations? Who . 
are the superiors? The correct an- 
swers to these and other equally 
pertinent questions are vital to 
developing a better worker. 


Policies. ‘The handbook can sup- 
ply the employee with basic infor- 
mation about the hospital organiza- 
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tion. It can relate the history and 
progress of the institution, its aims 
and objectives. It can tell the em- 
ployee what is expected from him in 
the way of appearance, actions and 
service. It can outline liberties and 
recreational privileges. It can ex- 
plain the necessity for seemingly 
annoying rules and prohibitions. 

Personnel-wise, the handbook can 
detail regulations pertaining to 
working schedules, seniority rights, 
pay rates and other similar data. 
It can describe employee benefits 
such as group insurance, free med- 
ical attention or meals, suggestion 
systems, pension plans, personnel 
counseling and other benefits pecul- 
iar to the institution. In covering 
these important details of normal 
routine the handbook will be sup- 
plying the only authentic informa- 
tion on these subjects. 

Humanizing. Progressive industry 
has recognized the necessity of 
humanizing the employer-employee 
relationship as an aid in securing a 
satisfactory product. The employee 
is made to feel that the organization 
is really one big team on which he 
and the employer work side by side 
for mutual benefit. It can show how 
the famed heart specialist and the 
maintenance repairman are part of 
one big team, each with a task to 
perform when the signals are called. 
It can help the employee feel that 
he is an integral part of the actual 
curative process. It can take the first 
step toward producing a lasting ef- 
fect by making a desired impact 
through authentic interpretation 
of the hospital’s program. 

Once the new employee has be- 
come an integral part of the hos- 
pital program it is necessary that 
his assigned duties be performed 
efficiently. Here again the need for 
a sound means of communication 
arises. There are only a few basic 
ways in which the new employee 
can acquire such information. The 
supervisor of the department can 
personally train the worker; fellow 
workers can supply information; the 
trial and error method may be used; 
or the information can be contain- 
ed in a manual. 

In general practice the first three 
mentioned are used in the absence 
of a manual. These have a tenden- 
cy to lower efficiency. The super- 
visor may fail to carry out his duties 
capably if too much of his time is 
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spent as an instructor. But if too 
little time is spent, the employee 
may turn to his fellow workers for 
advice. This may result in a garbled 
understanding of what should be 
done. By this time trial and error 
may be brought into play. The final 
result is an employee who fails to 
perform efficiently, no matter how 
willing or capable he appeared 
originally. 

When a training or operating 
manual is employed the effect is 
usually different. The duties are 
clearly outlined, and the meth- 
ods for performing the duties are 
standardized for each operation. 
The manual can thus be a sound 
aid to a well-planned personnel 
program by helping to standardize 
all duties. It can increase the effi- 
ciency of the worker by training 
him more quickly, by eliminating 
errors of commission and omission, 
and by supplying a positive control 
factor in the work and supervision. 

There is a primary distinction to 
be made between the two types of 
employee publications just discuss- 
ed and the newspaper or magazine. 
Handbooks and manuals are static 
in that they require one original 
complete editing and then occa- 
sional revisions as necessity dictates. 
Newspapers and magazines are fluid 
in that they must be completely 
edited for each edition. It is in this 
respect that their real value lies. 

The fluidity of the house organ 
(joint term for either newspaper or 
magazine) permits its use as a con- 
tinuous means of communication in 
interpreting the personnel relations 
program. The periodic house organ 
can be one of the most potent means 
of improving employer-employee re- 
lations. 

Such a house organ can be pub- 
lished weekly, biweekly or monthly. 
It can vary according to publication 
budget and frequency of issue. It 
may be mimeographed, multi- 
graphed, or printed by offset or let- 
terpress methods. It can be in the 
form of a tabloid or other size news- 
paper, or in the form of a magazine 
printed in one or more colors on 
slick paper. 

The house organ serves as an ex- 
cellent means of communication 
because it is printed by and for the 
employees, even though the actual 
preparation is the work of one or 
more trained individuals directly 


responsible to management. A ca- 
pably edited publication will be 
awaited as eagerly and read as avid- 
ly as the daily newspaper or weekly 
news magazine, because it will con- 
tain subject matter of direct and 
primary interest to the employee— 
news and facts about his hospital, 
his department, his job. It will con- 
tain articles about things that affect 
his welfare and features about peo- 
ple he knows and sees daily. 

The house organ can be used to 
improve the employer-employee re- 
lationship in several ways: by inter- 
preting all changes or revisions in 
basic organization policies; by con- 
tinuously humanizing the hospital 
organization; by recognizing indi- 
vidual and group accomplishments; 
and by helping to integrate the de- 
partments in the minds of the em- 
ployees. It can campaign for bene- 
ficial results and against abuses. It 
can help to educate or entertain, 
promote recreational and sporting 
activities, and generally boost 
morale. Difficult subjects can be 
made understandable by the use of 
pictures and cartoons. 


SUMMARY 

In the foregoing discussion four 
major points have been brought out 
in the relationship of an adequate 
line of communications to the suc- 
cess of a sound personnel program. 
These points are: 

1. A well-planned personnel pro- 
gram should include not only meth- 
ods of improving employer-em- 
ployee relations, but also means by 
which these methods are communi- 
cated to the employees. 

2. The means of communication 
were found to include personal con- 
tact, group meetings, letters, bulle- 
tins, the hospital grapevine and em- 
ployee publications. 

3. Employee publications were 
found to be the most suitable means 
to produce lasting effect by making 
a desired impact through authentic 
interpretation of the program. 

4. Each type of employee publi- 
cation was discussed briefly from 
the standpoint of what it is and why 
it can help to interpret the program. 

In a subsequent issue of Hosp!- 
TALS, each employee publication 
will be covered more fully with par- 
ticular emphasis on how the inter- 
pretation can be done by the appli- 
cation of tried and true principles. 
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RECOMMENDED PRINCIPLES 
For Hospital—Blue Cross Relations 


eee Is A set of recommend- 
ed principles governing the rela- 
tionship between hospitals and Blue 
Cross plans as approved by the Am- 
erican Hospital Association’s Board 
of Trustees at a meeting in Chicago 
June 29. 

The Council on Administrative 
Practice offers the following com- 
mentary and recommendations for 
the purposes of defining, insofar as 
possible, fundamental principles 
which may be used to govern the re- 
lationship between Blue Cross plans 
and hospitals. While the major por- 
tion of this report has been devoted 
to establishing a pattern intended to 
fit the contractual needs of Blue 
Cross plans and hospitals, the re- 
sponsibility of both agencies to sub- 
scribers of nonprofit insurance plans 
has not been overlooked. It is our 
considered opinion that the general 
public stands to benefit materially 
only if satisfactory working rela- 
tions are established between plans 
and hospitals. 

The Blue Cross movement was 
motivated by the desire of hospitals 
to make service more easily avail- 
able to the public on a prepayment 
basis. Blue Cross plans were organ- 
ized usually under sponsorship of 
the hospitals in the area, but as dis- 
tinct entities with independent 
boards of trustees. This form of or- 
ganization places Blue Cross plans 
in the position of an intermediary 
agency representing the interests of 
both the hospitals and the public. 
Under their present method of 
Operation, full cooperation of affili- 
ated hospitals must be obtained to 
insure the continued existence and 


An account of official business trans- 
acted at the Board of Trustees meeting 
will be found on page 99. 
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development of Blue Cross plans. 
For this reason, primarily, Blue 
Cross plans must demonstrate a 
sympathetic understanding of hos- 
pital needs and, conversely, hospi- 
tals must recognize the many prob- 
lems which confront Blue Cross in 
their dealings with subscribers and 
in meeting competition. 


FUNDAMENTAL PRINCIPLES 


The following fundamental prin- 
ciples have been accepted by the 
Council on Administrative Practice 
and are recommended for approval 
to the Committee on Coordination 
of Activities and the Board of Trus- 
tees. 

To be accepted by hospitals: 1. The 
executives and members of the gov- 
erning boards of hospitals must ac- 
cept the obligation of providing to 
the subscribers of Blue Cross plans 
proper facilities and good service. 

2. The hospitals, as agencies or- 
ganized to render service to the pub- 
lic, must of necessity receive a.fair 
and equitable rate of payment for 
services rendered to subscribers of 
Blue Cross plans. 

3. Hospitals should not expect to 
receive rates of payment from Blue 
Cross plans for basic services pro- 
vided to subscribers in excess of the 
cost of such services, cost to include 
an allowance for depreciation of 
buildings and equipment and allow- 
ances for other contingencies as de- 
termined by mutual agreement be- 
tween hospitals and Blue Cross 
plans at the local level. 

4. Executives and members of 
the governing boards of hospitals 
should not expect to_receive rates of 
payment for services rendered to 
subscribers beyond 100 per cent of 
the average gross earnings at estab- 
lished rates for all private patients 


occupying similar accommodations 
in the hospital. 

5. Where the contract does not 
provide for all-inclusive services, 
the hospital shall not expect to be 
paid by Blue Cross for those serv- 
ices not included in the terms of the 
Blue Cross contract. 

6. Executives and members of 
the governing boards of hospitals 
must assume the obligation of oper- 
ating their institutions on an effi- 
cient, businesslike basis. 

7. Executives and members of 
governing boards of hospitals must 
assume the obligation of keeping 
proper financial and statistical rec- 
ords in accordance with accepted 
procedures in order that informa- 
tion may be developed which may 
be used as a basis for establishing 
an equitable rate of payment. 

To be accepted by Blue Cross 
plans: 1. Executives and members 
of the governing boards of Blue 
Cross plans should expect that the 
quality of service rendered by hos- 
pitals should be commensurate with 
the payment made to such hospitals. 


2. Executives and members of 
the governing boards of Blue Cross 
plans should not expect the execu- 
tives and members of the governing 
boards of hospitals to accept a rate 
of payment for services rendered to 
subscribers which would thus force 
the hospital to use trust and other 
funds to make up the difference be- 
tween payments received and the. 
cost of rendering service required 
under the Blue Cross contract. 

3. Executives and members of 
the governing boards of Blue Cross 
plans should not expect the execu- 
tives and members of the governing 
boards of hospitals to depend upon 
income from private patients, not 


83 








subscribers to a plan, to provide 
operating funds to make up losses 
of income sustained by virtue of 
service rendered to plan subscribers. 

4. Executives and members of 
the governing boards of Blue Cross 
plans should not adopt policies that 
are inconsistent with the operating 
and fiscal policies of hospitals. 

5. Blue Cross plans, as nonprofit 
organizations, must accept the ob- 
ligation of operating on a business- 
like, efficient basis, and must as- 
sume the responsibility for keeping 
proper accounting and _ statistical 
records concerning their operations 
and submit detailed reports to af- 
filiated hospitals periodically. 


METHOD OF 
REIMBURSEMENT TO HOSPITALS 
Insofar as it is known, there are 
three general methods followed by 
Blue Cross plans in paying for serv- 
ices rendered to their subscribers: 


1. A flat rate for all or groups of 
hospitals. 

2. A rate of payment with some 
relation to cost and with modifica- 
tions in different areas. 


3. Payment at established rates 
for accommodations occupied with 
variations according to the locality 
in which the plan is in effect. 

Any plan adopted for reimburse- 
ment of the hospitals for services 
rendered to subscribers should be 
developed on a cooperative basis by 
representatives of the hospitals and 
the Blue Cross plans. Hospitals and 
Blue Cross plans shall both supply 
adequate financial and service data 
so that the principles enunciated in 
the preceding portion of this state- 
ment can be taken into proper con- 
sideration. 

The hospitals in discussing rate of 
reimbursement should keep in mind 
that the plan must have reserve 
funds consistent with its needs and 
the legal requirements of the state 
in which it operates. Blue Cross 
plans should also keep in mind the 
hospitals’ need for reserve funds, 
‘even though such reserves are not 
required by law. It follows that ade- 
quate reserves held by Blue Cross 
plans will not benefit subscribers if 
hospitals, due to inadequate work- 
ing capital, find it necessary to cur- 
tail or discontinue service. In con- 
sidering these matters it must be 
borne in mind that the shift to con- 


84 


tractual service within the hospital 
population may lessen the philan- 
thropic support which hospitals 
have enjoyed for inpatient service. 


Due to the varying views and con- 
ditions, it is doubtful that any plan 
can be devised at the present time 
which would be entirely satisfactory 
to every area and section of the 
country. Therefore, the members of 
this council and the representatives 
to this joint conference agree upon 
the following suggestions: 

In the development of any rate 
structure by the representatives of 
hospitals and Blue Cross plans, the 
group should insist upon having 
adequate financial and service data 
concerning the operation of hospi- 
tals and Blue Cross plans. 

That officially appointed repre- 
sentatives of the Blue Cross plans 
meet with officially appointed hos- 
pital representatives in any given 
area for a free and frank expression 
of opinion on the rates to be paid 
to hospitals and the principles and 
the formula on which such rates 
would be established. This group of 
representatives to give full recogni- 
tion to the principles set forth to be 
accepted by hospitals and by Blue 
Cross plans. It should be fully 
understood that any conclusion 
reached by the representatives of 
the two organizations, plans and 
hospitals, should not become effec- 
tive until approved by at least 50 
per cent of the member hospitals 
representing at least three-fourths 
of the patient days of service ren- 
dered Blue Cross subscribers dur- 
ing the past 12 months. It would be 
further agreed that any rate ap- 
proved should be reviewed at least 
once a year, and preferably every 
six months’ period for such adjust- 
ments as might be necessary to pro- 
tect the interests of subscribers, hos- 
pitals and plans. 


1. If the area of operation of a 


.Blue Cross plan should be on a 


statewide basis, then the groups se- 
lected should be representatives of 
the various districts of the state, in- 
cluding representatives from the 
state hospital association, and the 
Blue Cross plan _ representatives 
should be selected from various sec- 
tions of the state. 

2. If the scope of operation of 
the Blue Cross plan is for a single 
city or county, or a group of ad- 


joining counties, then the repre- 
sentatives should be chosen from 
executives and members of the gov- 
erning boards of the member hos- 
pitals, and the plan should select 
representatives from their execu- 
tives and members of the govern- 
ing boards. 

3. If any organization represent- 
ing the hospitals is in a position to 
assume the obligation of develop- 
ment of rates, assistance should be 
sought from such group, provided 
the agency is acceptable to both the 
hospitals and the Blue Cross plan. 


RELATION OF 
HOSPITAL PAYMENTS TO 
SUBSCRIPTION RATES 

The Blue Cross plans and the 
hospitals should assume the respon- 
sibility of educating the public to 
pay a subscription rate sufficient to 
meet the necessary cost of good hos- 
pital care. 

The thought must always be kept 
in mind that both Blue Cross plans 
and hospitals must be financially 
strong but not at the expense of 
each other. With the increase in 
Blue Cross cases and other contract 
cases, hospital income from other 
than contract cases will be increas- 
ingly limited and it is obvious that 
hospitals cannot operate at a loss 
for any considerable time. Likewise, 
there is a limit to what the plans 
can pay hospitals, as they are regu- 
lated by statute so far as reserves 
and certain conditions are con- 
cerned. The interests of the sub- 
scriber are of great importance. 
The subscriber must understand 
that as hospital costs increase, sub- 
scription rates must be increased 
proportionately and, further, that 
in many instances present subscrip- 
tion rates are not adequate to meet 
current hospital costs. In meeting 
these requirements subscribers, hos- 
pitals and Blue Cross plans must 
recognize the interests of each other 
and full cooperation and under- 
standing must prevail. 

The council has met on numet- 
ous occasions and has utilized all 
possible time available to develop 
the principles here presented. ‘The 
council realizes that if these prin- 
ciples are accepted, further steps are 
necessary in the development of 
recommended formulas to be used 
locally for the reimbursement of 
hospitals. 
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PLANNING the Room 
For Itt OCCUPANT 


HROUGH THE YEARS there has 
ben a repeating urge in hos- 
pital literature to provide more pri- 
vate rooms. It’s the one portion of 
our hospitals with which all of our 
inpatients come in contact, and the 
only portion which most of their 
visitors see. 

In all other departments the pa- 
tient’s contact is usually brief, and 
often under circumstances in which 
he pays little attention to the sur- 
roundings. He spends days and 
sometimes weeks in his room, and 
any aspects of construction, loca- 
tion, furnishings (air-conditioning, 
sound-proofing, light and sunshine) 
which may have a beneficial effect 
on his welfare demand considera- 
tion. To place each patient in a pri- 
vate room requires more space, and 
therefore means more initial cost, 
but if the psychology of being in a 
private room hastens recovery of the 
patient, then all effort should be 
made to attain that ideal. 

When a new addition or a new 
hospital building is planned, in- 
stead of building the patient’s room 
as it should be built, we find our- 
selves going from one hospital to 
another, copying layout but never 
thinking of questioning defects, and 
then make the same mistakes which 
were made at other hospitals. 

The patient’s room has never 
been solved. Building code requires 
10 per cent of floor space aperture 
in the wall for light and ventilation 
in hospitals, and 25 per cent in 
schools. There are 5,000 foot can- 
dles of light produced by the sum- 
mer sun, and to allow such an 
amount of light into a patient’s 
room through a small window, is 
by no means comfortable, so shades, 
draperies or venetian blinds are 
drawn. When one is outside in the 
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open air, however, he doesn’t object 
to all of this light, so why not bring 
the outside into the patient’s room. 
We know that there is such a thing 
as too much light during short pe- 
riods, but there is no such thing as 
too much glass because with the ut- 
most of glass it would still be im- 
possible to obtain outdoor condi- 
tions, yet the maximum of daylight, 
once obtained, can be controlled 
with well tested devices. 


Let us consider the medical rea- 
sons for more sunshine and light 
in the patient’s room. It was once 
believed that only unfiltered day- 
light was germicidal. In _ other 
words, daylight passing through 
ordinary glass was considered fil- 
tered unless the glass was of a spe- 
cial type which transmitted some 
ultraviolet light. Pursuant to a 
series of experiments on the germi- 
cidal effectiveness of indoor light, 
Dr. Leon Buchbinder in an article* 
concludes: “The effects of sunlight 
and daylight which had _ passed 
through the glass of a window and 
the glass covers of ‘Petri plates’ 
were tested on streptococco and 
pneumococci which had settled out 
of the air into the bottoms of ‘Petri 
plates.” It was found that under 
those conditions diffuse daylight 
was a potent lethal agent. 


“The lethal effect of daylight was 
found to be dependent on quanti- 
tative and qualitative factors. The 
total lethality even under overcast 
skies, however, was not insignificant. 
Direct sunlight through glass under 
similar conditions was about ten 
times as potent as diffuse daylight. 


*Progressive Architecture Magazine, 
December 1945 


It may be concluded then, that if 
the airborne route for respiratory 
infections is important (1) the con- 
centration in our environment of 
organisms of types which cause 
these infections is reduced by nat- 
ural daylight and sunlight, and (2) 
this suggests the planning of a maxi- 
mum of window space in our new 
hospitals and schools.” 

Dr. Buchbinder’s experiments are 
conclusive enough, but more dra- 
matic evidence comes from Eng- 
land. During the war, ground floor 
windows of English hospitals were 
protected against shrapnel by heavy 
brick walls which caused ground 
floor wards to be poorly daylighted. 
A high incidence of respiratory in- 
fections was observed on the ground 
floor in contrast to observations 
made on the upper floors where the 
windows were not protected. So 
striking was the apparent difference 
that a study of the two environ- 
ments was undertaken. The report 
states that the difference between 
them was so evident as to suggest 
the overriding operation of one 
factor and the one positive 
factor appeared to be light. 

Hemolytic streptococci were found 
to be most numerous in floor dust 
and were absent from any speci- 
mens of dust in the same wards col- 
lected from sites on or close to the 
windows. More often they were 
found in dust from exceptionally 
dark wards than in comparable 
specimens from normally lighted 
wards. 

Hemolytic streptococci in nat- 
urally infected dust survived in the 
dark, at room temperature, for 195 
days. Therefore, it may be said, 
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from a germicidal point of view, 
that: 

‘1. The more indoor daylight the 
better. 

2. Sunshine is faster in its effec- 
tiveness than light reflected from 
the sky or clouds. 

3. The less filtering daylight is 
subjected to in entering a room the 
better, but light from gray skies, 
even though filtered through two 
thicknesses of ordinary glass, is still 
germicidal. 

To achieve more daylight, greater 
expanse of glass area is needed; to 
obtain sunlight, it is necessary to 
give attention to proper orientation 
of buildings. In both cases, it is de- 
sirable to space buildings so as to 
let into them as much light as pos- 
sible. The principles of orientation 
vary in different climates. Thus, in 
the tropics where the sun is gen- 
erally very bright and hot, the pref- 
erable orientation is away from the 
sun and in the direction of pre- 
vailing breezes. 

If the wind is generally from the 
south or west, then it may be better 
to face the building accordingly, 
but in that case the direct glare of 
the sun must be eliminated through 
the use of vanes, louvers, shelves or 
other means. It is difficult to formu- 
late rules for the tropics. Great alti- 
tudes, for instance, may take one 
into subarctic temperatures, in 


which case a problem in the tropics 
becomes the same as in temperate 
latitudes. In temperate zones, build- 
ings must be designed for two dis- 


tinct climates; tropic in summer 
and subarctic in winter. To meet 
both conditions is the problem of 
northern architecture. In southern 
climates the architect’s problem is 
much simpler. 

Since sunlight contributes con- 
siderably to the warmth of build- 
ings and to the psychological well 
being of the patient, and since 
it is ten times more germicidal 
than light reflected from the sky, 
the problem is to so orient hos- 
pitals as to capture as much sun- 
shine as possible. 

Air Conditioning provides fresh 
air in an ideal way and will become 
more common for hospitals as the 
psychological effects of controlled 
or manufactured air are realized, 
but as long as nature’s method of 
providing fresh air is used, the wing 
which provides the patient’s rooms 
should straddle the line of the pre- 
vailing breeze and the beds should 
be placed in proper relation to win- 
dows and doors to take advantage 
of cross ventilation. Prevailing wind 
direction in summer and winter is 
usually from the northwest and 
southwest. 

Air conditioning, both refrigera- 
tion or cold water type, is expen- 





SHAPING HOSPITAL POLICIES 


“Te contribution of the admin- 
istrator in shaping the pro- 
gram and policies of a given hospi- 
tal will vary widely, due to local 
factors. Lay boards of many hospi- 
tals still regard them as purely local 
institutions. They are but slowly 
coming to realize that hospitaliza- 
tion is one of our country’s largest 
industries. No single hospital should 
think of itself as an isolated unit 
having purely local problems and 
able to carry on except as a part of 
a larger movement to which it can 
contribute and from which it can 
draw help and inspiration. 
_ “One of the problems of the con- 
scientious administrator is to bring 
to his board, as well as to his med- 
ical staff, facts and information 
gained through his professional 
associations, showing trends calcu- 
lated to make hospitals of increas- 
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ing service to their communities. 
This can be a very slow process 
since members of lay boards fre- 
quently have little time to give to 
hospital problems and are inclined 
to devote what time they do have 
to specific fields with which they 
are familiar, such as finance and 
engineering. 

“It is quite difficult . . . to bring 
the business man to realize that a 
hospital is dealing in service rather 
than in profit, and that its policies 
should be directed toward increas- 
ing and improving the quality of 
the service, rather than making fi- 
nancial considerations the deter- 
mining factor in shaping its pro- 


” 


gram. 


From an address given by F. Stanley 
Howe, FACHA, director of Orange 
(N.J.) Memorial Hospital, as part of a 
symposium, “The Hospital as a Public 
Service Unit,” at the annual meeting 
of the Connecticut State Medical So- 
ciety, Hartford, May 2 1946. 





sive. To install a central unit in a 
hospital would cost about $500 per 
room. The operating cost is only 
about 25¢ per day, or approximaicly 
$35 a year; depreciation should fig- 
ure about the same. In other words, 
the annual cost to own and operate 
an air conditioning system would 
be $70 per room. 

Sound Proofing: Another psyclio- 
logical factor which is of utmost 
importance is elimination of source 
of noise, preferably by sound dead- 
ening at its source, and then by 
muffling with acoustical treatment 
wherever that would be effective. 
This is not as expensive as it may 
seem, because the acoustical mate- 
rial also is used for insulation 
against heat and cold. This is an- 
other expedient that the hospital 
builder may consider—multiple use 
of materials so that the expense is 
not too great. 

Anything done to lessen sound 
from where it originates works ex- 
actly like the traditional ounce of 
prevention; it eliminates the need 
for a cure. Let us consider some of 
the rooms that are the worst of. 
fenders—dining rooms, kitchen and 
bathrooms; of these the bathroom 
is the most annoying because it is 
the most embarrassing. Everyone is 
familiar with the disagreeable in- 
terruption made by the noisy flush- 
ing of a toilet adjoining the main 
corridors. Conceivably something 
could be done to modify the design 
of the present day water closet to 
produce a shape more satisfactory 
acoustically and equally efficient in 
other respects. The bathroom as 
we have it today is an interior in 
which all the surfaces are hard, 
waterproof and therefore highly 
sound reflective. Tile and hard 
plaster can be replaced by such 
materials as sheet rubber, linoleum 
and other materials which are water 
repellent and also resilient; this 
helps to reduce reflected noise. 


SUMMARY 

1. Orientation of patient’s room 
to catch prevailing breezes. 

2. Medical reasons for more sun- 
light and daylight in the patient’s 
room. 

3. Air-conditioning and sound- 
proofing. 


From a paper‘ presented by Brother 
Hubert at the Tri-State Hospital As- 
sembly Meeting in Chicago, May 2, 1946. 
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Blue Cross News 


Anderson; Almost 100 Per Cent 
DLUE CROSS CITe 


S THE RESULT of an enrollment 
A campaign initiated and carried 
through by the people of the city, 
Anderson, Ind., an industrial cen- 
ter of more than 50,000, has become 
an almost 100 per cent Blue Cross 
community. Anderson is remem- 
bered for its city-wide efforts last 
fall to make it possible for the many 
Blue Cross members affected by the 
General Motors strike to continue 
their payments and thus assure the 
financial stability of St. John’s 
Hickey Memorial Hospital. (The 
story of the Anderson hospital’s 
solution to the strike wave threat 
to income appeared in the February 
issue of HosPITALs.) 


The community enrollment cam- 
paign, like the activity during the 
industrial crisis, was carried on un- 
der the leadership of Sister M. Mag- 
dala, administrator of St. John’s 
Hickey Memorial Hospital. Upon 
her request, Indiana Blue Cross, 
which had never before attempted 
community enrollment on such an 
extensive scale, made arrangements 
for a program to be carried out by 
the community itself through a 
program of public education. 


Blue Cross Week in Anderson 
was officially opened on National 
Hospital Day, May 12, with a proc- 
lamation by Mayor C. D. Rotruck. 
Both daily newspapers cooperated 
with front page articles and edi- 
torials. Radio station WHBU con- 
tributed time for discussion of the 
movement, and the superintendent 
of schools cooperated by giving per- 
mission for children to distribute 
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letters and literature concerning the 
campaign. 

A final count showed 691 firms 
enrolled out of 704 listed for con- 
tact, plus 800 families which joined 
the community group. 


Enrollment Program 


Enrollment in the Chicago plan 
of an estimated 47,000 veterans and 
their families brings to nearly 100,- 
ooo the number who have joined 
Blue Cross during a special veterans 
enrollment program. The enroll- 
ment campaigns were held during 
May and June by 31 Blue Cross 
plans with the cooperation of lead- 
ing daily newspapers in the various 
local areas. The program permitted 
the enrollment of veterans on a 
direct payment basis without re- 
gard to date of discharge. 

Chicago’s 47,000 figure, the larg- 
est enrollment gain reported, was 
reached by the plan with the co- 
operation of the “Friend of the 
Yanks” column of the Chicago 
Tribune. The coupon and story 
printed daily for a basic two-week 
period was extended one week by 
popular demand. At the height 
of the campaign, more than 2,000 
coupon applications were received 
daily. 


Approval Procedure 


The Hospital Service Plan Com- 
mission discussed the approval pro- 
gram and standards at its June 27 
session, preliminary to a meeting 
with the Board of Trustees of the 


American Hospital Association on 
that subject and appointed a com- 
mittee to make recommendations 
for revision of the standards. 

The committee was requested to 
review the entire approval proce- 
dure and recommend revision to 
provide the most effective service to 
the Blue Cross movement. Members 
of the committee are Abraham 
Oseroff, Pittsburgh, chairman; Stan- 
ley H. Saunders, Providence, and 
R. F. Cahalane, Boston. The com- 
mittee will coordinate its study with 
the work of a similar committee of 
the Board of Trustees. 

Discussion of the approval pro- 
gram revolved around the require- 
ment for continuous growth, the 
financial position of approved plans, 
the availability of a contract ex- 
pressed in terms of service, and free 
choice of hospital. 

It was recommended that plans 
cooperate with a survey to be made 
for the American Nurses’ Associa- 
tion, involving a study of nursing 
service received by hospital patients. 


City Employees Covered 


Woonsocket, a city of approxi- 
mately 50,000 in the heart of Rhode 
Island’s textile industry, is now pay- 
ing the cost of Blue Cross for all its 
municipal employees. Provision is 
made for the protection of the de- 
pendents of Woonsocket city em- 
ployees through payroll deduction. 


Another Blue Cross Plan 


Idaho Hospital Service, Boise, 
was approved as a Blue Cross plan, 
effective July 1, at the recent meet- 
ing of the trustees of the American 
Hospital Association. R. T. Jones, 
formerly with the Washington Blue 
Cross plan, is executive director. 
The trustees’ action leaves only 
four states and two Canadian prov- 
inces not served by Blue Cross plans. 

Recent developments in the four 
non-Blue Cross states indicate that 
within a reasonable period plans 
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will be formed in South Carolina, 


Arkansas and Wyoming. No further 


progress is reported in Mississippi. 


Elect Chicago Director 


E. P. Lichty, who has served as 
assistant director in charge of en- 
rollment with 
Plan for Hospi- 
tal Care, Chi- 
cago, since Sep- 
tember, 1944, 
has been elected 
executive direc- 
tor. More than 
half of Mr. Lich- 
ty’s business ca- 
reer has been 
spent in Blue 
Cross work. He 
came to Chicago after five years 
with Hospital Service Inc. of lowa, 
Des Moines. Prior to his work there 
he was in charge of enrollment with 
Associated Hospital Service of New 
York. 


New Quarters Provided 


Transactions to provide new 
quarters have been made by the 
Blue Cross plans of Massachusetts, 
Rhode Island and Ontario. 

On June 18 the 800 employees of 
Massachusetts Hospital Service re- 
ported for work for the first time 
at the modern 14-story office build- 
ing purchased recently by the plan. 

After five years of operation, 
Plan for Hospital Care, Toronto, 
is preparing to move into a build- 
ing originally used by the United 
Church of Canada as a training 
school for deaconesses. 

To meet its need for additional 
office space in downtown Provi- 
dence, Rhode Island Blue Cross 
has purchased the Insurance Build- 
ing in that city. 


Back Nurse Campaign 


A number of Blue Cross plans 
have indicated an interest in spon- 
soring the nurse recruitment pro- 
gram developed by the American 
Hospital Association and the Ad- 
vertising Council. The campaign 
was originally sponsored by the 
New York City and Massachusetts 
Blue Cross plans. 

In addition, plans in Tulsa, 
Okla., Louisville, Ky., Columbus, 


O., Providence, R. I., and Dallas, 
Texas, have informed the Adver- 
tising Council of .their interest in 
helping develop the program in 
their areas. 


Convention Speaker 


Richard M. Jones, public rela- 
tions director of the Hospital Serv- 
ice Plan Commission, addressed the 
convention of the Maritime Hos- 
pital Association in Digby, during 
a tour of eastern Canadian Blue 
Cross plans, late in June. 


Jones’ commended the govern- 
ment of the Province of Nova Scotia 
for being the first major political 
subdivision in the world to pay the 
full cost of hospital care for all civil 
servants through Blue Cross, and 
congratulated the Maritime plan 
for its “outstanding” work. The ac- 
complishments of the plan in rural 
areas of its three provinces are par- 
ticularly noteworthy, Jones said, 
pointing out that its 80,000 rural 
members represent almost 60 per 
cent of the total rural Blue Cross 





New Commission Head 


WITH THE RETIREMENT of John R. 
Mannix from the Blue Cross field, 
M. Haskins Coleman Jr., vice-chair- 
man, became chairman of the Hos- 
pital Service Plan Commission. Mr. 
Coleman is the executive director of 
Virginia Hospital Service Association, 
Richmond. William S. McNary, exec- 
utive director of Colorado Hospital 
Service, was elected to fill the com- 
mission vacancy resulting from the 
resignation of Mr. Mannix. 


enrollment in Canada. The plan 
had a total of 203,768 members on 
July 1, it was reported. 


Jones urged the establishment «| 
public relations departments by 
hospitals, and the active cooperi- 
tion of doctors, hospitals, Blue 
Cross and other interested groujs 
to make relations with the generil 
public as effective as possible. 


Company Pays Cost 


Brown and Sharpe Manufactur- 
ing Company, makers of machine 
products and the largest single em- 
ployer in highly industrialized 
Rhode Island, is now paying the 
cost of Blue Cross protection for its 
5.370 employees. Many employees 
of the concern have been members 
since 1940, but until May 1 paid for 
their own protection and that of 
their dependents under the stand- 
ard group plan. 


At present, the company pays 
for employees’ membership in the 
more liberal comprehensive pro- 
gram. Employees who wish to pro- 
tect their dependents may do so by 
payroll deduction for 75 cents 
monthly. 


Aids Famine Relief 


Hospital Service Inc. of Iowa, 
Des Moines, contributed to the 
Washington County Health Im- 
provement Association’s first proj- 
ect, food for famine relief, by donat- 
ing canned goods valued at $160— 
the amount that would have been 
spent, at $1 a person, for the plan’s 
usual “kick off” dinner initiating a 
county-wide enrollment campaign. 


160 Employees Covered 
Morristown Memorial Hospital, 

participating hospital in New Jer- 

sey’s Blue Cross plan, has completed 


arrangements for employer-paid 
protection of its 160 employees and 
their eligible dependents. 


Stays With Chicago Plan 


Robert T. Evans, recently an- 
nounced as joining the commission 
staff as field director, will now re- 
main with the Chicago Blue Cross 
plan as assistant director in charge 
of internal operations. 
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HOW TO USE 
FIBRIN 
FOAM 


CUTTER’S 
WAR-PROVEN 
HEMOSTATIC AGENT 


Made from Human Blood 


1. Fibrin Foam and Thrombin come in three vials 
—the foam, dried thrombin, and isotonic sodium chloride. 
Dissolve sterile thrombin by adding 3 to 4 cc. physiological 
saline. Transfer Fibrin Foam to aseptic container, and use 
wide-mouthed sterile bottle for dilution of thrombin solution. 


2. Fibrin Foam in the dry state cuts easily to 
any size with scalpel or razor blade. A selection of various- 
sized pieces, ready to moisten in solution, saves sponging 
time, The dry sponge is light, permeable and rather brittle; 
when wet, it becomes soft, pliable and slightly resilient. 
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CUTTER 


Fine Biologicals and 


Pharmaceutical Specialties 








3. Moisten Fibrin Foam in thrombin solution 
just before applying to freshly sponged bleeding area. Apply 
gentle pressure for a moment until clot forms ; then leave in 
place to be absorbed. Made from proteins of pooled normal 
blood plasma, Fibrin Foam is homologous, non-reactive. 


An outgrowth of research in human plasma fractionation 
at Harvard Medical School, Cutter’s Fibrin Foam is made 
from human blood —thus is a non-reacting, absorbable 
homologue. Offers outstanding advantages in all types 
of surgery where hemostats and sutures are impractical. 


FOR COMPLETE INFORMATION 


on Fibrin Foam and other 
important human blood fractions, 
write for Cutter’s new BLOOD 
FRACTIONS booklet. Cutter 
Laboratories, Berkeley, California 


CUTTER LABORATORIES 
BERKELEY - CHICAGO - NEW YORK 
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Issue Federal Directive on 


TAX-FREE ALCOHOL 


Aa— of considerable sig- 
nificance to hospitals has been 
issued by the federal commissioner 
of internal revenue, Washington, 
D. C. This directive deals in part 
with the enforcement of the regu- 
lations applying to the use of tax- 
free alcohol by hospitals. 


In brief, the directive specifies 
that tax-free alcohol used in the 
preparation of medicinals—with one 
exception—is restricted solely to use 
on the licensed premises. (The ex- 
ception permits clinics operated for 
charity and not for profit to use 
such medicines for patients away 
from the premises.) Furthermore 
the directive prohibits the sale of 
such medications at any time if they 
contain tax-free alcohol or are pre- 
pared by use of tax-free alcohol 
even though the final product may 
contain no alcohol. 


This drastic regulation is dis- 
turbing for many reasons; for one, 
it involves considerable detailed ac- 
counting and supervision of phar- 
maceutical work if hospitals are to 
use tax-free alcohol and still com- 
ply with the law. This increases the 
administrative expense. On _ the 
other hand, 500 prescriptions may 
require a gallon of alcohol. A gal- 
lon per week is 50 gallons a year. 
In New York State when tax-paid 
alcohol in 25 wine gallon drums 
was costing $17.79 a wine gallon— 
$17.10 of which was tax—the Treas- 
ury Department would refund 
$11.40 upon satisfactory proof of 
use in medicinal products. 


Apparently, even charitable in- 
stitutions showing an annual deficit 
would not be permitted to charge 
for medications prepared by use of 
tax-free alcohol. 


To comply with the regulation it 
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is stated that hospitals might use 
one of three* procedures: 

“. . + (1) All prescriptions can 
be dispensed without charge, and 
no separate attempt made to collect 
for the cost of supplies. 

“(2) A blanket charge can be 
made on admission to the clinics, 
designed to embrace all outpatient 
department operating expenses and 
to include an estimated average 
cost of medicine. 

“(3) Employ tax-paid alcohol in 
all prescriptions for which any 
charge is made.” 

Although by adopting one of 
these alternatives the hospital may 
comply with the regulation, none 
of the three is in agreement with 
widely accepted practice. 

*Hospitals and Tax-Paid Alcohol, 


American Professional Pharmacist 12: 
460-464, May 1946. 


Tuberculosis Treatment 


A new kind of treatment for tu- 
berculosis has been reported to the 
American College of Physicians.* 
In this treatment the patient stops 
breathing for eight to eleven hours 
each day. During this period he is 
placed in a new kind of iron lung 
which equalizes the pressures on 
the inside and outside of the chest 
wall. This equalization of pressure 
permits the lungs to be at complete 
rest. 

During this absolute cessation of 
movement of the chestwall and 
lungs the machine provides oxygen 
by wafting air in and out of the 
lungs. A single course of treatment 
lasts three or four months. Several 
courses may, be given. Most recent 
addition is air conditioning inside 
the iron lung.. 

The results: Six of 12 patients 
with advanced tuberculosis were re- 





stored to health; two have been 
well and working for four years. 
Other investigators should experi- 
ment further. 


Sidelights on the treatment: Pa- 
tients often like the treatment; they 
may -have to learn how not to 
breathe; they are completely re- 
laxed, lose their desire to smoke; 
there may be sinus congestion and 
pressure on the ear drums which 
are only temporary problems; some 
like the radio while under treat- 
ment. 


*New Tb Treatment: Science News 
Letter, 325, May 25, 1946. 


Chest X-Ray Program 


Demonstration tuberculosis x-ray 
programs for use by state health 
agencies were developed by the 
United States Public Health Serv- 
ice four years ago. Twenty photo- 
fluorographic x-ray units are now 
in service and have taken 1,353,901 
films. Most of the pictures were 
made among industrial groups, 
mainly those engaged in war indus- 
tries. Of these 1,035,303 have been 
analyzed and 12,508 cases discov- 
ered. In other words 1.2 per cent 
of the films revealed active reinfec- 
tion type tuberculosis. 


Among the infected group 69.2 
per cent were in the minimal stage, 
25.4 per cent moderately advanced, 
and 5.4 per cent far advanced. 
This is just the reverse of the find- 
ings when persons are x-rayed after 
they have developed symptoms; 
then only a few are minimal and 
perhaps 70 or 75 per cent are far 
advanced. Discovery of cases in the 
minimal stage means far better op- 
portunity for recovery and much 
less chance of continued commu- 
nity infection. 

The importance of hospitals in 
future mass radiography programs 
is indicated by the following quo- 
tation from a “Review of Tuber- 
culosis Control Demonstration and 
the Programs of Grants and Aides” 
by Francis J. Weber, senior sur- 
geon, United States Public Health 
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“You can see 


the difference...” 


THE radiologist can expect to get radiographs of high diagnostic 
quality when the x-ray film that he is using has been stored under 
conditions of ideal temperature and humidity. 

That’s why Kodak is so careful to provide storage facilities for 
x-ray film that are as near perfect as possible. From the day it goes out 
of the plant...in scrupulously clean refrigerator cars...to the day it 
leaves the Company’s air-conditioned warehouses, every known precau- 
tion is taken to protect it. 

Ordering Eastman X-ray Film frequently, in quantities which will 
be used with reasonable promptness, gives assurance that the sup- 
ply of x-ray film at the radiologist’s disposal will be fresh. 


EASTMAN KODAK COMPANY 


MEDICAL DIVISION, ROCHESTER 4, N. Y. 
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Service, in Public Health Reports 
for May 3, 1946: 

“While industrial workers, as a 
group, will continue to loom large 
in future mass radiography pro- 
grams, a program is already under 
way, due to the joint efforts of the 
American Hospital Association, the 
National Tuberculosis Association, 
and the United States Public Health 
Service, to have all general hospi- 
tals participate in the case finding 
program by providing for the rou- 
tine x-ray examination of all gen- 
eral hospital admissions and out- 
patients. Several large and small 
hospitals have already demon- 
strated the value of chest x-ray as 
a routine procedure, and one of 
these, with a program in operation 
for a period of four years, reports 
9-3 per cent of the total examined 
to have intrathoracic abnormalities 
with approximately 1.5 per cent 
showing x-ray evidence of tuber- 
culosis. The hospital group is quite 
a large one; the records show that 
16,000,000 persons entered general 
hospitals during 1944. The work 
with this group, therefore, will be 
an important part of the national 
program.” 

These three organizations will 
soon have available for use by hos- 
pitals, health departments, and 
local tuberculosis associations a kit 
of very useful information. This 
kit will describe the equipment 
needed, the obstacles to be over- 
come, and the conduct of such pro- 
grams. It will be ready for distribu- 
tion about September 1. Materials 
for the kit have been prepared and 
the production of the kit is now in 
the hands of the National Tuber- 
culosis Association. 


For Hyperthyroidism 

Radioactive iodine, administered 
by mouth, is among the latest treat- 
ments discovered to be effective in 
cases of hyperthyroidism. Radio- 
active iodine is metallic tellurium 
which has been transmuted into 
temporarily radioactive iodine by 
nuclear bombardment in the cy- 
clotron. 

Iodine alone has long been used 
to alleviate the symptoms of hyper- 
thyroidism in preparation for sur- 
gery. The thyroid gland, in un- 
treated cases, takes up as much as 
80 per cent of small doses of iodine. 
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Since 1923 it has been known 
that roentgen treatment of hyper- 
thyroidism may be very effective, 
perhaps a third of the cases so 
treated resulting in cure, and an- 
other third improved. More re- 
cently the therapeutic effect of 
radioactive phosphorus in the treat- 
ment of leukemia has been observed. 

Because the thyroid gland ab- 
sorbs such a high per cent of iodine, 
and hyperthyroidism was known to 
respond to roentgen treatment, it 
seemed likely that rays from radio- 
active iodine taken up by the 
thyroid gland would be more effec- 
tive than plain iodine alone, or 
than x-ray therapy to the gland 
through the skin and overlying 
tissues. : 

Two series of treated cases have 
been reported, the one consisting 
of 29 cases and the other of 22. Un- 
der proper dosages it appears that 
about 80 per cent of patients may 
be cured. 

Admittedly, many more patients 
must be treated, and much time 
elapse before final judgment can be 
rendered. While unlikely, it is not 
impossible that this type of radia- 


tion might produce cancer in thie 
thyroid. Toxic reactions have been 
relatively unimportant, but the 
series is small. Nausea, vomiting, 
malaise and slight fever have not 
lasted more than 24 hours. There 
has been no mortality and reac- 
tions occurred in but few cases. 


The advantages are dramatic. A 
high percentage respond to a single 
dose. Thus after a brief stay in the 
hospital for study and administra- 
tion of radioactive iodine, the pa- 
tient may become an ambulatory 
case for office or outpatient care. 


The treatment promises to be 
cheap, convenient, and_ widely 
applicable. The thyroid becomes 
small, patients gain in weight and 
sense of well-being, and there is a 
fall in their metabolic rate. The 
eye symptoms respond less well. 
The average length of time for 
complete response is seven to eight 
weeks. 


1. Hertz, Saul and Roberts, Arthur: 
“Radioactive Iodine in the Study of 
Thyroid Physiology,” JAMA 131:81-86, 
May 11, 1946. 

2. Chapman, Earle M. and Evans, 
Robley D.: “The Treatment of Hyper- 
thyroidism with Radioactive Iodine,” 
JAMA 131:86-91, May 11, 1946. 





CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service, through the month of June, 1946 





Poliomyelitis. Reported cases of infantile 
paralysis have continued to increase during 
June, with a total of about 850 cases for 
1946, as compared with totals for June of 
1943-45 Of 400 to 500, and 115 cases in June 
of 1942. The 850 cases for June represent 
more than twice the reports for May, but 
June would be expected to show consider- 
able increase over May in nonepidemic 
as well as epidemic years. Since the first of 
the year about 1,800 cases were reported as 
compared with 1,000 to 1,300 in the same 
six months of the three preceding years. 

Geographically the states with the larger 
numbers of reported cases are in the far 
South, from Florida to Texas, with some 
extension into the Mountain and Pacific 
sections. 


Measles. This continues to be a high 
measles year. About 74,000 cases were re- 
ported in June, as compared with June 
figures for preceding years of 18,000 for 
1945, 45,000 for 1944, and 76,000 for 1943, 
which was approximately the same as in 
June of 1946. Considering reports for the 
first half of 1946 as compared with the 
same period in preceding years, there were 
612,000 cases in 1946, which was slightly 
more than the 576,000 in 1944 and 510,000 
in 1943. 


Diphtheria. Reported cases of diphtheria 
have been above expectancy for more than 
a year and that situation has continued. 
In June of 1946 approximately 1,000 cases 
of diphtheria were reported, as compared 
with 700 to 860 in June of the three pre- 
ceding years. In the first half of the year 
1946 diphtheria reports amounted to 8,400 
cases, as compared with 6,700, 5,600, and 
6,100 in the same half of the years 1945, 
1944 and 1943, respectively. 

Mortality and natality. Provisional rec- 
ords for the first four months of 1946 indi- 
cate slightly lower infant mortality rates 
for this year than in the preceding year. 
The record for general mortality at all ages 
is not so favorable; the January rate was 
higher than in 1945, the next two months 
were approximately the same, but the rate 
for April was slightly less than in 1945. 

Presumably the higher rate in January 
resulted from the minor influenza epi- 
demic of December-January 1945-46; the 
rate for January of 1944 was higher than 
that for January 1946, the former month 
representing the slightly more severe epi- 
demic of 1943-44. Birth rates for the first 
four months of 1946 were all slightly lower 
than rates for the corresponding months of 
the preceding year. 
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The extensive research conducted by H. KOHNSTAMM & 
COMPANY, INC. is directly aimed at filling your need for specific 
products to do specific jobs. With this in mind, we developed a way 





to safeguard linens, to eliminate prolonged bleach action, insure a 
whiter, cleaner finish, avoid chlorine retention . .. we found means 
to eradicate stubborn stains quickly and cleanly, yet retaining tensile 
strength . . . we insured bright, fadeless colored work, without odor 
or “printing”.—And these are only a few of the discoveries that 
have made H. KOHNSTAMM & COMPANY, INC. the foremost 
organization for laundry supplies. 


For 96 years, H. KOHNSTAMM & COMPANY, INC. has led 
the field in the development of products especially designed for the 
Laundry Industry. We have retained that leadership by constantly 
searching for—and marketing—products universally recognized for 
superior performance and quality. H. KOHNSTAMM & COM- 
PANY, INC. maintains the world’s largest laboratory devoted to 
research for the Laundry Industry . . . operated by highly-trained, 
skilled technicians who are familiar with every problem of the in- 
dustry. 


H. KOHNSTAMM & COMPANY, INC. maintains a nationwide 
organization with branches in all leading cities. Do you have a prob- 
lem? Won’t you contact our nearest branch? We will be glad to 
serve you. 
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ATLANTA - BALTIMORE + BOSTON ~ BUFFALO + CINCINNATI t 

CLEVELAND + DALLAS - DENVER+ DETROIT+ HOUSTON 11-13 E. ILLINOIS ST- 
1 

INDIANAPOLIS » KANSAS CITY, MO.+ LOS ANGELES 89 PARK PLACE CHICAGO 1 

MINNEAPOLIS « NEW ORLEANS - OMAHA + PHILADELPHIA Ew yORK 7 

PITTSBURGH + ST. LOUIS + SAN FRANCISCO N 


LARGEST MANUFACTURERS OF LAUNDRY SUPPLIES IN THE WORLD 
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0 to the Potter 


the Hindus advised... : 


gl 


, aa 
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fl Ana if, in 19th century India, you had a fractured extremity, you went! For the 


potter would immobilize the limb in a mold of clay which served as a crude cast. 


Times have changed a good deal since Ballingall* 
reported this practice. The qualities by which today’s 
casts achieve the aims of therapy are best exemplified in 
Curity Ostic Plaster Bandages, Splints and Deodorizing 
Bandages. With the Ostic Plaster Line, casts are stronger, 
more comfortable. If you use Ostic, precise anatomic 
molding, controlled setting and more positive immobiliza- 
tion are possible with all types of casts. 


Quality, Speed, Economy. Consider these ad- 
vantages of Curity Ostic Plaster Bandages and Splints: 
wetting-out period —3-4 seconds; setting time —614-7 
minutes; amount of plaster delivered to finished cast — 
NINETY PER CENT! Casts dry faster, too, achieving 
greater final strength. Fewer bandages are required per cast. 


FOR YOU, these advantages mean savings in time and 
materials, better casts. For quality, speed and economy, 
choose Curity Ostic Plaster Bandages, Splints and De- 
odorizing Bandages. 


* Ballingall, Sir George: Outlinesof Military Surgery. Edinburgh, 4thed., 1852, p. 358. 


CURITY OSTIC PLASTER LINE 
Bandages «+ Splints - Deodorizing Bandages : : >» 





Products of 


Division of The Kendall Company, Chicago 16 
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“9 is 
ssidhncn TO IMPROVE TECHNIC...TO REDUCE COST 
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The Bacon Library 


A Handbook and Guide for 
PSYCHIATRIC AIDES 


HANDBOOK FOR PSYCHIATRIC AIDES, Sec- 
tion 1: A guide to work in mental hos- 
pitals; Philadelphia, National Mental 
Health Foundation, 1946. 58 pages, 50 
cents. 


URRENT INTEREST in the improve- 
‘; ment of care for the mental pa- 
tients has prompted the writing of 
several books for the use of people 
working with these patients. This 
one, first of a prepared series which 
will be developed as the needs arise, 
is an orientation and _ reference 
work which gives an introduction to 
work with mental patients and 
would be of practical value to any 
psychiatric aide. The typography is 
excellent and the text is readable 
and to the point. 

There is a description of the 


common types of mental disorders 
along with the causes, symptoms, 
treatment and care, with emphasis 
on how the attendant can best help 
the patient. Suggestions for proper 
attitudes and procedures are listed, 
to be adapted to the individual sit- 
uations. A reference list of readings 
and a vocabulary of terms common 
to the field increases the usefulness 
of the handbook. 

The importance of having prop- 
erly trained and qualified attend- 
ants in mental hospitals is stressed; 
the administrator of a nervous and 
mental hospital or a general hos- 
pital with a psychiatric unit would 
be interested in the publications 
which would assist in the training 
of psychiatric aides. 


Three Important Sub-Group Studtes 


Timely and valuable studies are 
being made of various sub-groups in 
state hospital associations, and three 
of these are here called to the atten- 
tion of hospital administrators be- 
cause of their general interest. 

The Hospital Association of 
Pennsylvania appointed a_ special 
committee to study contagious dis- 
eases facilities in that state and to 
report its findings to the Association 
and to the public. Recommenda- 
tions included the clarification of 
existing laws and a bill was there- 
fore prepared which was passed by 
the legislature. 

The study was conducted through 
conferences with superintendents of 
contagious disease hospitals and 
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physicians experienced in contagion 
and by means of a questionnaire 
distributed to member hospitals of 
the state association. The survey 
brought out the fact that the state 
had imposed no legal responsibility 
upon the counties, cities or town- 
ships for providing hospital care for 
contagious diseases except where 
the cities operate such hospitals. 

The committee recommended 
that revisions be made in the exist- 
ing law to stimulate counties to pro- 
vide contagious disease hospital 
facilities in whatever manner seems 
best to the people in each county. 
This recommendation became part 
of the enacted legislation. 

The Committe on Convalescent 


and Chronic Care of the Council 
on Professional Practice of the As- 
sociation of California Hospitals is 
sponsoring a survey of chronic and 
convalescent facilities in California, 
carried on and reported by J. A. 
Katzive, M.D., director of the 
Mount Zion Hospital, San Fran- 
cisco, and chairman of the commit- 
tee. The board of trustees of the 
association recommended that such 
a survey be conducted in the antic- 
ipation of funds that would be 
made available by the passage of 
S.191. 

The study was confined to volun- 
tary hospitals and did not include 
the known group of some 24,000 in- 
digents suffering from prolonged 
illnesses who are cared for in county 
hospitals and are economically in 
the same category as the dependent 
poor in the community. The results 
show the absolute lack of chronic 
care facilities organized and estab- 
lished for the specific care of the 
chronic sick. 

It was recommended that at least 
one bed per thousand of population 
be provided for care of the chronic 
sick .and the convalescent—two- 
thirds of that number for the 
chronically ill and one-third for the 
convalescent. 

These are minimal requirements 
and Dr. Katzive’s opinion is that 
facilities for the convalescent and 
chronic should be part of a com- 
plete health unit together with an 
acute hospital and a custodial insti- 
tution under one administration 
and governing body, with one med- 
ical staff on a departmental basis 
with services assigned the respon- 
sibility for the care of all phases of 


‘ a disease. An appendix includes the 


questionnaire sent to the hospitals; 
tabulation of the returned ques- 
tionnaire is contained in the body 
of the report. 

Care for the chronically ill is also 
the subject of a study done in St. 
Paul by Allan Stone, director of the 
research department of the Amherst 
H. Wilder Charity. The report in- 
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dicates that adequate tacilities are 
not now being provided either on a 
voluntary or public basis for the 
care of the aged in that community. 
Some 100 chronic cases were being 
taken care of in the Ancker Hos- 
pital (city-county) where the per 
diem cost is high, inasmuch as the 
hospital is primarily an acute gen- 
eral hospital. 

In providing institutional facil- 
ities for the chronically ill other 
aspects of their care are also consid- 
ered: Foster home care, outpatient 
clinics specifically for the aged, oc- 
cupational therapy, medical and 
social case work. 


For the Engineer 


HEATING, VENTILATING AND AIRCONDITION- 
ING GUIDE, 1946, published by American 
Society of Heating and Ventilating En- 
gineers, New 'York; 904 pages, catalogue 
section. $6. 

Essentially this twenty-fourth edi- 
tion is a reference book for the use 
of the engineer. The increasing use 
of air conditioning and ventilation 
in the hospital makes a text of this 
nature of special value to the hos- 
pital chief engineer. Subjects that 
will interest him include panel 
heating, radiant heating, air clean- 
ing devices, hot water heating sys- 
tems and a section on combustion 
and consumption of fuels. 

One entiré chapter is devoted to 
air conditioning in the prevention 
and treatment of disease. Headings 
in this chapter include control of 
airborne infection, operating rooms, 
fever therapy, oxygen therapy and 
general hospital air conditioning. 

In discussing the general applica- 
tion of air conditioning to hospi- 
tals the text says, “Complete con- 
ditioning of a large hospital in- 
volves a capital investment and op- 
crating expense which may not be 
justified. Air conditioning has im- 
portant applications in certain hos- 
pital wards, such as nurseries for 
premature infants, allergy wards, 
operating fooms and_ recovery 
wards,” | 


A Noteworthy Booklet 


Findlay (Ohio) Hospital has just 
issued a booklet which tells the 
story of that hospital in text and 
pictures. The booklet is 6 x g inches 
in size and has 12 pages. The seal 
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of the American Hospital Associa- 
tion is reproduced in color on the 
cover, and an explanation of the 
insignia is written on the last page. 
Worthy of note are two inserted— 
not bound — pages that list the 
charges and the active staff of the 
hospital for 1946. This, of course, 
makes the book usable for more 
than one year as these pages may 
be changed. 

On the rate schedule in addition 
to the daily charges—which include 
room, meals, nursing care, ordinary 
drugs and dressings—is a list of the 
services charged for in addition, as 
ordered by the attending physician. 
Such services as x-ray, plasma, oxy- 
gen and the like appear on this list. 

Illustrations are used generously 
and the two center pages show a 
spread of the hospital building. A 
very brief history. of the hospital 
starts off the textual material. This 
booklet is given to patients on ad- 
mission and the information in- 
cluded is prepared to be of help to 
them. 


A Revised Fire Code 


NATIONAL Fire Copes Vor. IV, EXxtTIn- 
GUISHING AND ALARM EQUIPMENT; Robert 
S. Moulton, compiler. National Fire Pro- 
tection Association, Boston. 679 pages; 
$3. (Supersedes “National Fire Codes 
Extinguishing and Alarm Equipment,” 
Edition of 1943.) 

Standards for the installation and 
maintenance of fire-fighting appa- 
ratus are collected in this new vol- 
ume of the National Fire Codes. 
While much of the information is 
not pertinent to hospital problems, 
the book should be valuable for 
ready reference when fire equip- 
ment problems present themselves. 

Through the use of this text the 
administrator can determine which 
of the National Fire Protection 
Association Standards, available in 
single copy form, he may wish to 
put into the hands of personnel con- 
cerned with fire protection in his 
hospital. 

Subjects covered include sprink- 
ler equipment, fire pumps and the 
control of water waste from fire pro- 
tective equipment. Under Part II 
the standards treat with standpipe 
and hose systems, care of the fire 
hose and first aid fire appliances. 
This latter section describes various 
types of fire extinguishers, standards 
for their installation, recommenda- 


tions for maintenance, testing and 
short descriptions of their use. Mis- 
cellaneous information — includes 
suggested rules for the watchman 
and suggestions for his selection; 
alarms for life safety and a list of 
publications on fire-fighting and 
employee organization. 


Correct Food Handling 


SANITATION IN Food HANDLING, Georgia 
Vocational Education Service, Division 
of Distributive Education, 223 State Of- 
fice Building, Atlanta. Price 50 cents. 

A short course worthy of the at- 
tention of the administrator who is 
looking for ways and means of 
maintaining high standards of sani- 
tation in the hospital. The course 
outline—designed for the use of the 
instructor in training personnel— 
consists of the basic principles of 
sanitation together with teaching 
aids. 

The important facts about bac. 
teria, techniques of dishwashing 
and sterilization, storage of perish- 
ables and staple foods, control of 
disease and protection of health 
through proper food handling 
should prove helpful training ma- 
terial. Visual aids of posters and 
films, and the use of check lists sug- 
gested for the course are valuable 
teaching devices. 


Organization Chart 


A welcomed addition to the 
library’s collection of hospital or- 
ganization charts is a recent one 
from Cincinnati. Separate depatt- 
mental charts have been included as 
well as the over-all general plan of 
work. These 27 charts are bound 
together in stiff covers. The layout 
of the charts shows the channel of 
administrative responsibility, the 
channel of normal supervision and 
the channel of collateral responsi- 
bility, normally a line of liaison. 

The departmental charts show in 
addition to the titles of the person- 
nel and the number employed in 
each classification, the character of 
the duties performed by each em- 
ployee. Hospital organizational 
charts are of interest to other ad- 
ministrators because they tell how 
the work has been allocated, what is 
included in the various depart- 
ments, the line of authority, and in 
this particular chart the personnel 
needed. for each job. 
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THE BOARD OF TRUSTEES 


A set of principles governing the 
relations between Blue Cross plans 
and hospitals was approved by the 
Board of Trustees of the American 
Hospital Association at a meeting 
in Chicago June 29. The final draft, 
which appears on pages 83-84 of this 
issue, grew out of long deliberations 
by a special committee of the Coun- 
cil on Administrative Practice, the 
council itself and the Committee on 
Coordination of Activities. 

Approval Program: A further 
step was taken in strengthening the 
Blue Cross approval program, 
which likewise had been discussed 
by various official bodies for many 
months. At its 1945 meeting the 
House of Delegates debated this 
matter, agreed that financial sol- 
vency must be a basic requirement 
and deferred until the 1946 meeting 
consideration of two other points 
relating to maximum community 
service by the plans. 

On invitation of the Board of 
Trustees, the Hospital Service Plan 
Commission joined in an all-day dis- 
cussion of this problem on June 28. 
As a result, the board and the com- 
mission each appointed a committee 
to make a further study of the ap- 
proval program and to report in 
October. The board’s committee: 
Joseph G. Norby of Milwaukee, 
chairman; Dr. Donald C. Smelzer of 
Philadelphia, and Ritz E. Heerman 
of Las Angeles. The commission’s 
committee: Abraham Oseroff of 
Pittsburgh, chairman; R. F. Caha- 
lane of Boston, and Stanley H. 
Saunders of Providence. 

Federal Membership: After con- 
sidering a number of applications 
for membership by federal systems 
of hospitals, the board voted: 
THAT federal hospitals be accept- 


ed for membership in the American 
Hospital Association, affiliated states 
being given the opportunity to ac- 
cept such hospitals as are located 
within their borders as joint mem- 
bers on remission of the usual per- 
centage of national dues, but with 
the understanding that affiliated 
states shall accept such hospitals 
into their membership as the indi- 
vidual state hospital association 
may decide. 

Veteran Contracts: The board re- 
viewed progress to date in establish- 
ing statewide contracts for the care 
of veterans in civilian hospitals. It 
agreed that immediate progress de- 
pends on accepting a standard meth- 
od of payment, that the EMIC for- 
mula offers such a standard and rel- 
atively acceptable method, and that 
the Veterans Administration be 
urged to proceed on this basis. The 
board also voted to ask the Veterans 
Administration to work with the 
Association in the near future to- 
ward working out possible changes 
in the formula. 

Commission on Care: Dr. A. C. 
Bachmeyer, director of study of the 
Commission on Hospital Care, ap- 
peared before the board to discuss 
the original agreement on the com- 
mission’s report. While the commis- 
sion was left free to publish any re- 
ports, it was expected that the final 
report would be submitted to the 
Association prior to publication. It 
was agreed with Dr. Bachmeyer that 
this requirement would be consid- 
ered fulfilled if the preliminary re- 
port, which goes to the commission 
prior to its meeting late in Septem- 
ber, is also sent to the Board of 
Trustees. The board voted to con- 
tinue the commission’s activities, in- 
cluding service to state study 


groups, with this to be financed 
largely with funds granted by foun- 
dations. A grant of $10,000 already 
has been received from the National 
Foundation for Infantile Paralysis. 

Architects: The American Insti- 
tute of Architects recently withdrew 
officially from participation in the 
Association’s architects’ approval 
program. On recommendation of 
the Committee on Coordination of 
Activities, the board voted to re- 
affirm approval of the program. It 
voted to reduce dues for qualified 
architect members to $5 a year. It 
also approved recommendations of 
the Council on Hospital Planning 
and Plant Operation that a hospital 
planning review service be estab- 
lished. 


Schooling Costs: From the Coun- 
cil on Professional Practice came a 
resolution recommending “that 
schools of nursing education limit 
their charges to the students enroll- 
ed under the ‘GI bill of rights’ and 
to the federal government to those 
charges that the schools regularly 
assess. all other students of the 
schools.” The board approved this 
resolution. 

The board also: 


» Approved application of the Idaho 
Hospital Service as a Blue Cross 
plan as of July 1, 1946. 

» Authorized moving of the Wash- 
ington Service Bureau if more satis- 
factory quarters can be found. 


» Instructed the executive director 
to advise members of the House of 
Delegates and presidents and secre- 
taries of state associations of their 
opportunity to suggest to the Com- 
mittee on Nomination of Officers 
the names of candidates for election 
at the convention. 

» Instructed the executive director 
to obtain legal counsel to investi- 
gate the right of an “American Hos- 
pital Association, Inc.” of Los An- 
geles to the use of that name. The 





OFFICIAL CALL 


UNDER THE AUTHORITY of the by- 
laws of the American Hospital As- 
sociation and by direction of Peter 
D. Ward, M.D., president, I, George 
Bugbee, secretary of the House of 
Delegates, hereby issue this, the offi- 
cial call to the members of the House 
of Delegates to convene at Philadel- 
phia, Pennsylvania, on Sunday, Sep- 
tember 29, at 10 a.M., in the Ballroom 
of the Bellevue-Stratford Hotel, for 
the transaction of the business of the 
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Convening the House of Delegates and Assembly 


Association, to receive the reports of 
the several councils and committees, 
to consider resolutions presented, for 
the election of officers, for the con- 
sideration of new business, and of any 
other matters pertaining to the As- 
sociation brought to the attention of 
the House of Delegates by the presi- 
dent, the members of the Board of 
Trustees, or the members of the 
House of Delegates. The House of 
Delegates will recess, reconvening on 


Wednesday, October 2, at 8 P.M. 
There will be one general session 
of the Assembly, in the Ballroom of 
the Bellevue-Stratford Hotel, on 
Wednesday, October 2, at 8 P.M. 
Accomplished at the offices of the 
American Hospital Association, 18 
East Division Street, Chicago 10, Ili- 
nois, this eighth day of July, 1946. 


(Signed) GrorcE BUGBEE, 
Secretary 
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organization plans to market “health 
products.” 

>» Recommended to the House of 
Delegates that an honorary mem- 
bership be granted to Dr. Paul R. 
Hawley, chief medical director of 
the Veterans Administration. 

» Approved use of a $1,000 contri- 
bution by the Modern Hospital 
Publishing Company to the Bacon 
Library for the purchase of books. 
» Approved purchase of and distri- 
bution to institutional members the 
‘booklet, “Fires in Hospitals and In- 
stitutions,” published recently by 
the National Fire Protective Asso- 
ciation. 


Federal Legislation 





» Authorized funds for revising the 
Manual on Management of Tuber- 
culosis in General Hospitals for cir- 
culation to institutional members. 
» Approved the basic standards of 
hospital dental service as establish- 
ed by the American Dental Associa- 
tion in consultation with the Coun- 
cil on Professional Practice, with in- 
structions that these be published 
and made available to members. 

» Authorized the employment of a 
competent person, fulltime, for a 
two-year study of the best methods 
of providing hospital care to vet- 
erans, as requested by the Council 
on Government Relations. 


THE LAST LAP FOR S. 191 


(From the Washington Service Bureau) 


By mid-July Congress was begin- 
ning to clear much of the controver- 
sial legislation from its calendar, 
and during the final days was plan- 
ning to dispose of other major pro- 
posals in swift action By the end of 
July or early August congressmen 
hoped to be able to call a recess. 


S. 191 


The Hospital Survey and Con- 
struction Act, S. 191, was reported 
with amendments by the House In- 
terstate and Foreign Commerce 
Conimittee July 13. On July 13 two 
major obstacles were yet to be sur- 
mounted. To get action during the 
session, the bill would have to be 
assigned a place on an already 
crowded House calendar. A House- 
approved bill, as amended, would 
have to be ironed out with the Sen- 
ate’s version in conference. 

The House committee’s bill in- 
cludes four major amendments. 

1. Survey funds were reduced to 
$3,000,000 from an original $5,000,- 
ooo. With this reduction, federal 
participation in the survey is limit- 
ed to one-third of cost. Variable 
state allotments were unchanged. 

2. For the construction program 
the federal share in each construc- 
tion project was likewise limited to 
one-third of cost. 

3. The section calling for a court 
review which had been removed by 
the Public Health Subcommittee 
was returned, but appeal rights 
were limited to state governments 
only. 

4. The amendment recommend- 
ed by the subcommittee in which 
the composition of the federal ad- 
visory council would be changed 
was accepted. It will now include 


eight members, four of whom 
should be technical members in- 
cluding three hospital administra- 
tors, and four public members. 

Other amendments covering mi- 
nor changes were included. 


Reorganization 

By failing to adopt an opposing 
resolution, the Senate allowed that 
part of President Truman’s reorgan- 
ization plan calling for the transfer 
of the Children’s Bureau from the 
Labor Department to the Federal 
Security Agency to become effective 
at midnight July 15. Plan No. 1, 
which proposed the consolidation 
of the many federal housing agen- 
cies into a National Housing Agen- 
cy was rejected. Plan No. 3, calling 
for a reshuffling of agencies in the 
cabinet departments was approved 
earlier. 

Under the Reorganization Act of 
1945 all the President’s recommen- 
dations were to become law unless 
both the House and Senate adopted 
resolutions expressing disapproval. 

Besides transfer of the Children’s 
Bureau, other important changes of 
Plan No. 2 were: 

1. Responsibility of collection of 
statistics on births, deaths, mar- 
riages, divorces and annulments was 
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CORRECTION 


In the July issue of HOSPITALS Dr. 
Frank R. Bradley, director of Barnes Hos- 
pital, St. Louis, was inadvertently identi- 
fied as president of the American College 
of Hospital Administrators. Dr. Claude 
W. Munger, director of St. Luke’s Hospi- 
tal, New York City, is president of the 
college and Dr. Bradley is president-elect. 


transferred from the Census Bureau 
to the U. S. Public Health Service. 

2. The United States Employecs’ 
Compensation Commission was 
abolished and its functions trans- 
ferred to FSA. 

3. The Social Security Board was 
abolished and its functions trans- 
ferred to FSA. 

The Federal Security Administra- 
tor was directed to establish uni- 
form standards and procedures in 
regard to grants-in-aid programs. 
It is expected that a state agency 
participating in more than one such 
program may soon submit a single 
plan of operation and be subject to 
a single federal fiscal and adminis- 
trative review of its operation. 

Groundwork has now been laid 
for a new cabinet post, a Depart- 
ment of Welfare. 


Federal Grant Study 


Declaring the present situation 
on federal grants to state and local 
governments “chaotic,” the Senate 
Committee on Education and Labor 
recommended the authorization of 
a full study and investigation in a 
Senate report July 8. The study 
would be made by that committee. 

The proposal was referred to the 
Senate Committee on Audit and 
Control. 


Security and Welfare 


No extensive changes were ex- 
pected in the social security and 
wage laws. Reversing a previous 
stand for an increase in the old age 
insurance tax, the House Ways and 
Means Committee announced a de- 
cision to limit the tax for another 
year at 1 per cent on employers’ 
payroll. The committee also cut out 
its provisions for larger grants to 
low-income states for the payment 
of benefits to the needy aged, de- 
pendent children and blind. It 
seemed certain that coverage would 
not be extended to include non- 
profit institutions. 

» The controversial Wagner-Mur- 
ray-Dingell Bill, S. 1606, appeared 
to be dead for this session with the 
conclusion of hearings. Other om- 
nibus health measures likely would 
not be considered either. 

» Representative Priest’s psychiatric 
disorders research bill, which will 
provide for a new $7,500,000 re- 
search institute for mental illness at 
Bethesda, Md., was signed by the 
President July 3. Besides the con- 
struction money, the bill authorized 
Congress later to appropriate up to 
$10,000,000 a year to finance a na- 
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administer SAFE PARENTERAL FLUIDS at an 
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tional research and training pro- 
gram aimed at reducing mental ill- 
ness. 

Other specific health measures 
and child and maternal welfare 
legislation had not yet been finally 
acted upon. 


OPA and War Powers 


When President Truman signed 
the Second War Powers Extension 
Act on June 29, government con- 
trols over production and distribu- 
tion were continued for another 
year. The act extended the statutory 
basis for Civilian Production Ad- 
ministration’s priorities controls 
and Department of Agriculture 
food priority orders. Priorities-al- 
location powers were extended to 
March 31, 1947, and building mate- 
rial allocation controls until June 
30, 1947. 

By the failure of Congress to ex- 
tend the Emergency Price Control 
and Stabilization Acts, or to provide 
substitutes, all federal price control 
measures terminated June 30. Cer- 
tain functions of the Office of Price 
Administration other than price 
control were continued, however, 
under Title III of the War Powers 
Act. By reason of this, all persons 
and groups which were required to 
keep records on prices have been 
ordered by OPA to preserve those 
records until July 1, 1947. 


Licensure 


Final issues essential to the ap- 

roval of a model hospital licensing 
aw were resolved by the Commit- 
tee on Model Licensure Laws which 
met in Chicago June 27. The final 
draft will be passed on by the Coun- 
cil on Government Relations and 
the Board of Trustees of the Amer- 
ican Hospital Association before 
carrying the Association’s recom- 
mendation. 

The new draft, which is the re- 
sult of several years of experience 
by several states and careful study 
by the committee, will serve as a 
guide to legislative bodies in the 
enactment of state laws. It proposes 
the establishment of a licensing 
agency within each state which will 
have the authority to: 

1. Establish standards of hos- 
pital construction, maintenance and 
operation. 

2. Inspect hospitals for compli- 
ance. 

3. Enforce compliance with stand- 
ards. 

An important part of the project 
still to be studied and clarified is 
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the question of regulations and 
standards to be authorized. These 
will not. be incorporated into the 
model law but will be issued later 
as a necessary adjunct to the law. 
It is expected that further meetings 
of the committee will be held in the 
autumn to undertake this problem. 
Dr. Charles F, Wilinsky, chairman 
of the committee, suggests that rep- 
resentatives of the Council on Pro- 
fessional Practice will be asked ‘to 
assist because the problems are an 
important responsibility of that 
council. 

According to the committee, com- 
pliance could be brought about un- 
der the proposed law by: 

1, Education of the hospital ad- 
ministrative personnel through in- 
spection procedure. 

2. Denial or suspension of li- 
censes when there is failure of com- 
pliance. 

3. By direct action, to empower 
the licensing authority in each state 
to institute injunction proceedings 
in the courts to close up a hospital 
for failure to conform to proper 
standards. 

To avoid the possibility of the 
licensing agency becoming too ar- 
bitrary or too dictatorial, the model 
law provides for a check by the ap- 
pointment of a hospital licensing 
council of residents of the state and 
also by appeal to the courts from 
the licensing agency’s decision. 

An example of the benefit of a 
hospital law might be in such an 
area as the District of Columbia 
where the Metropolitan Health and 
Hospital Survey group, headed by 
Dr. Claude W. Munger, found hos- 
pital conditions “heart-breaking” 
and “disgraceful.” 

The National Capitol Area Hos- 
pital Council which was formed, 
following the publication of the re- 
port, to .suggest means to correct 


Labor Activities 





BLUE CROSS STILL GROWS 


With enrollment gains totalling 1,773,- 
250 for the second quarter of 1946, Blue 
Cross plans continue to break all former 
quarterly records for membership growth. 
Gains exceeded by 29.4 per cent the for- 
mer high established during the preced- 
ing quarter, to bring membership on 
July 1 to an all-time high of 23,132,508. 

The average second-quarter gain for all 
plans was 20,382. Twenty-eight plans, led 
by Associated Hospital Service of New 
York—with a gain of 190,777 new mem- 
bers—exceeded this average. 





hospital conditions may consider 
the American Hospital Association 
draft in writing its own recom- 
mendations for new legislative pro- 
posals. The council is headed by 
William R. Castle, president of the 
board of directors of Garfield Hos- 
pital. Officers serving the council 
with Mr. Castle are Robert G. 
Whitton, administrator, Alexandria 
Hospital, vice-president; Mrs. Wal- 
ter E. Perry, vice-president of the 
Suburban Hospital, treasurer; Sister 
Marie, president of the board of 
directors and administrator of Prov- 
idence Hospital, secretary. 

Model Licensure Committee mem- 
bers from the Association are Dr. 
Charles F. Wilinsky, Beth Israel 
Hospital, Boston, chairman; Arthur 
Calvin, Minnesota Hospital Service 
Association; Graham L. Davis, W. 
K. Kellogg Foundation Battle Creek, 
Mich.; Dr. Vane M. Hoge, USPHS; 
Stanton M. Strawson, American 
Public Welfare Association; Lucille 
M. Smith, Social Security Board, 
Washington, D. C.; Dr. E. L. Cros- 
by, Johns Hopkins Hospital, Balti- 
more; Dr. A. C. Bachmeyer, Com- 
mission on Hospital Care, Chicago; 
J. Russell Clark, Brooklyn (N.Y.) 
Hospital, and Albert V. Whitehall, 
acting director of the Washington 
Service Bureau. 


MASSACHUSETTS TEST CASE 


The farflung efforts to organize 
hospital employees have resulted in 
a Massachusetts test case of special 
interest to administrators in that 
and other states that have their own 
labor relations acts. 

St. Luke’s Hospital of New Bed- 
ford, Mass., was approached last No- 
vember by representatives of the 
Laundry Workers and Dry Cleaners 
Union, Local 469, Amalgamated 
Clothing Workers of America. The 
question of a charitable hospital’s 


possible exemption from the juris- 
diction of a law governing the labor 
relations of industry came up in 
the course of discussion. Through 
the Massachusetts Labor Relations 
Commission and a superior court, 
this question has gone to the State 
Supreme Court for decision. 

This is the first reported instance 
of the Amalgamated Clothing 
Workers’ interest in hospital em- 
ployees. The local in New Bedford 
seeks to represent St. Luke’s laun- 
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Otis Maintenance service is provided so quietly and with so little trouble to Otis elevator owners 
that many do not realize its true value to building management. @ Although it may not appear on 
the balance sheet, the value of this service may be measured in tenant satisfaction, more sales made 
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provides all of the facilities and technical knowledge of the manufacturer. @ The service rendered 


is of such real and constant value that Otis Maintenance has more than doubled in volume 
every ten years. It could not thus increase without bringing the customers more than a dollar’s 
worth of service value for every dollar spent. @ Otis Maintenance is a complete, flat-rate 


service for Otis elevators. It is available through your local Otis Elevator Company office. 
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dry workers, maids, aides, porters, 
machine shop workmen, yardmen, 
watchmen, storemen, waitresses, 
pages, kitchen and cafeteria work- 
ers and orderlies. 


Two-Month Strike 


An organizational strike against 
Memorial Hospital at Elmhurst, 
Ill., went into its second month on 
July 15. Although many conferences 
had been held with representatives 
of the Health Service Employees 
Union, Local 111, pickets were still 
on duty July 20. 


Veterans’ Affairs 





Seventeen of approximately 100 
non-professional employees walked 
off the job May 14 rather than sub- 
mit the question of union recogni- 
tion to a secret-ballot election. Sup- 
plies were brought in at first by 
volunteers and later by regular 
truckers. The hospital’s services 
have been maintained, but a build- 
ing program has been held up. 

Early in the strike a spokesman 
for the union announced that this 
was the start of a campaign aimed 
at unionizing all hospital employees 
in the Chicago area. 


A RECONSIDERATION OF EMIC 


(From the Washington Service Bureau) 


For the second straight month 
contract negotiations between the 
Veterans Administration and inter- 
mediaries representing state hospi- 
tal associations were at a near stand- 
still. In the two months ending July 
15 not a single statewide contract 
for veteran hospitalization was 
signed. Even in those states where a 
master contract had been agreed 
upon, the signing of subcontracts 
with individual hospitals was far 
behind schedule. 


One development early in July 
promised to help break this log jam. 
The Veterans Administration ofh- 
cially indicated its willingness, un- 
der certain conditions, to consider 
changing the EMIC formula as a 
basis of payment for the care of vet- 
erans in non-federal hospitals. 

This and related matters were dis- 
cussed at a July 11 meeting of two 
Association committees with the 
VA. John N. Hatfield, chairman of 
the ,Council on Government Rela- 
tions, sat with the Committee on 
Veterans Relations and the Com- 
mittee on Government Purchase of 
Hospital Service. 

Mr. Hatfield summarized many 
criticisms of the veteran-contract 
program which had been gathered 
by questionnaire from the leaders 
of state hospital associations. The 
questionnaire had been sent to 
learn why so many delays were en- 
countered. 

It was shown that in some cases 
administrators did not understand 
the program. Some felt that the VA 
was but lukewarm to the program. 
Some groups were waiting for doc- 
tors to set their fee schedules. Still 
others could not agree on an inter- 
mediary agency. The EMIC prin- 
ciple of reimbursement was criti- 
cized. 
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In order to speed up the program 
these criticisms were answered in 
three suggested proposals: 

1. The EMIC formula was de- 
clared to be the best available meth- 
od for reimbursement of hospitals. 
The committee urged that this for- 
mula be used by the Veterans Ad- 
ministration pending further study 
and possible modifications which 
may be developed to correct exist- 
ing inequities. 


The necessity for uniformity of 
contract was stressed by both VA 


and Association — representatives. 
The Committee on Government 
Purchase of Hospital Service was in- 
structed to make a thorough study 
of the EMIC formula. Government 
agencies that regularly purchase 
hospital care will be consulted so as 
to develop an acceptable formula. 

For the Veterans Administration, 
Dr. Paul R. Hawley, chief medical 
director, offered his approval of any 
workable plan in a letter addressed 
to Dr. Peter D. Ward, July 3. The 
letter said in part: 

“It is the desire of the Veterans 
Administration that studies be ini- 
tiated without delay, with Decem- 
ber 31, 1946, tentatively established 
as a deadline for effectuating any 
recommended new formula. 

“In the meantime, however, it is 
the intention of Veterans Adminis- 
tration to negotiate contracts using 
the Emergency Maternity Infant 
Care formula, since, while it is not 
perfect, it does represent the fairest 
method known for the federal pur- 
chase of hospital care. 


“It is respectfully hoped that the 
position of the Veterans Adminis- 
tration may be conveyed to your 
member hospitals in such a man- 
ner that there can be no misunder- 


standing as to our sincere desire t« 
cooperate with them. Since thes: 
beds are urgently needed now, it is 
earnestly hoped that the present 
form of contract may be accepted 
until such time as a better one can 
be developed.” 


2. To the extent possible, hospi 
tal contracts should proceed inde- 
pendently of medical contracts if 
those delays bring about a delay in 
the entire program of veteran care 
within the state. Dr. J. C. Harding, 
acting director of VA’s medical ad- 
ministration service, reported that 
while medical contracts are behind 
planning, 12 state agreements have 
been made. Schedules in seven other 
states are being studied. 


3. Hospitals within a state must 
have confidence in the intermediary 
representing them. No attempt was 
made to suggest an intermediary 
for any state, but the committees felt 
that states should select representa- 
tives at an early date so that nego- 
tiations can proceed without further 
delay. It was thought probable that 
individual hospital contracts will be 
superseded by state plans when they 
become effective. 

To speed up negotiations the As- 
sociation committees and VA agreed 
to accept and adhere to the recom- 
mended program, including the 
EMIC formula which will undergo 
extensive study within the next few 
months. 


Staff Increases 


Assignment of 1,500 Army and 
Navy trained medical officers to 
Veterans Administration by Septem- 
ber is expected to alleviate the 
critical staff shortage that has been 
an important factor in delaying ex- 
pansion of VA hospital facilities. 
These physicians, who recently 
completed training and internship 
under the Navy V-12 and Army spe- 
cialized training programs, will ful- 
fill their obligations of two years of 
military duty under an agreement 
worked out jointly by the Army, 
Navy and VA. 

All of the group of 1,000 from 
the Army and 250 from the Navy 
were to report for duty before July 
20. Another 250 from the Navy will 
report before September. 

Dr. Paul R. Hawley, VA chief 
medical director, cautions that the 


assignments will not permit an im-. 


mediate general hospital expansion 
program, for the new physicians 
will have to be supervised by more 
experienced doctors. Only a few are 
being assigned to those hospitals 
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When seas are calm the Coast Guard trains for trouble. 


Some years ago, before the War, when hospital sup- 
plies and equipment could be produced faster than 
they could be used, when markets all over the world 
were clamoring for outlets, Will Ross, Inc. reorganized 
its entire internal structure for more efficient service. 


Our job then, as it is today, was to deliver merchan- 
dise of a specific type and quality to méet your needs. 
At that time it seemed to present no special problem. 
With surpluses on every hand the task was almost 
exclusively one of selection. But we knew, as you 
knew, that that condition was abnormal and must 
someday reverse itself. So we planned and put into 
effect a system designed to function efficiently when 
goods were scarce as well as when they were plentiful. 


ill Ross, Inc. 


Manufacturers and Distributors of Hospital and Sanatorium Supplies and Equipment 
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To pretend that this system has enabled us to carry 
on “business as usual” during the past few years of 
extreme scarcity would be ridiculous. But we do not 
believe it is stretching the facts to say, that considering 
market conditions, our customers have fared unusually 
well and that we have proved the value of an experi- 
enced, hospital-minded organization working through 
an efficient system of purchasing, warehousing, inven- 
tory control, selling, packing, shipping and billing. These 
are the integral parts, the vital factors in developing 
response ablilty. 


Response ability is not abstract. It can be measured, 
like germicide, cover glasses or sheeting. The unit of 
measure is results. 


For response ability —“Ask Will Ross”. 


MILWAUKEE, WISCONSIN 











where VA is cooperating with Class 
A medical schools in setting up 
a residency program under the 
schools’ “‘dean’s committees.” Even 
with this special assignment and 
stepped up recruitments, staffs are 
not adequate because of continued 
shortages of tuberculosis and neuro- 
psychiatric specialists. 


VA PERSONNEL AS OF JULY 5 
on May31 onJuly5 Net Gain 
Physicians 3,345 3,773 428 
Dentists 589 623 34 
Nurses 7,835 8,049 214 


Hospitalizations 
Only minor variations were re- 


corded in bed authorizations and 
hospitalizations during June. 


VETERANS IN VA HOSPITALS 


GM&S 

(60) NP(33) TB(14) Total 
May 23 26,706 44,796 5,589 77,091 
June 27. 27,210 44,691 5,684 77,585 


AUTHORIZED VA HOSPITAL BEDS 


May 23 31,650 51,248 6,793 89,691 
June 27 = 31,941 951,806 6,775 90,522 


VETERANS IN 
NON-VA HOSPITALS 


May 23 June 27 

Civilian and State  *3,431 **3 725 
Marine 1,044 945 
2,062 2,142 

vy 3,587 3,823 

St. Elizabeth's 70 69 





TOTAL 10,194 10,704 
*1,627 in United States; others in territories and 
possessions. 
**7,801 in U. S. 


Disability Claims 

One out of every four veterans of 
World War II has filed a claim with 
Veterans Administration for dis- 
ability pensions. June 30 statistics 
reveal that more than 3,300,000 ap- 
plications have been filed with 
1,983,000 resulting in awards and 
approximately 1,500,000 rejected. 
At the end of June, 228,000 claims 
were awaiting ajudication. This rep- 
resents a 60 per cent reduction of 
the backlog since February. 

The Veterans Administration 
already has paid out over $600,000,- 
000 to disabled veterans of this war. 
Disability pensions range from 
$11.50 a month for 10 per cent dis- 
ability to $115 a month for total 
disability. ‘There are statutory 
awards for certain specific total dis- 
abilities, such as blindness in both 
eyes, loss of the use of hands, or 
paraplegia. These awards may be as 
high as $300 a month. 
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Prepaid Medical Care 





THE NONPROFIT DILEMMA 


A problem that has bothered the 
American Medical Association’s 
Council on Medical Service is 
whether official approval should be 
granted alike to profit and nonprofit 
plans for prepaid care. A flat declar- 
ation was avoided when the stand- 
ards for approval were published 
last spring. It was again avoided 
when the medical service program 
was presented at the A.M.A. San 
Francisco convention. 


As originally published, standard 
No. 6 read: 


The plan should be organized and 
operated to provide the greatest possible 
benefits in medical care to the subscriber. 
Honesty of purpose and sincere considera- 
tion of mutual interests on the part of the 


subscribers, the physicians and the plans 
are presupposed as necessary considera- 
tions for successful operation. 


In a supplementary report to the 
House of Delegates last month the 
council offered this clarification: 

The adequacy of benefits offered 
to subscribers (or members) shall 
be based on the following: (1) per- 
centage of earned income returned 
to the subscribers, such percentage 
to include claims paid and reserves 
... (2) contractual restrictions and 
limitations, and (3) interpretation 
of the benefits .. . 

A determination of “adequate re- 
turn” would be based on factual 
data from all approved plans, and 
this example was used: A 1945 study 





CALENDAR OF ASSOCIATION AND ALLIED MEETINGS 


American Hospital Association 48th An- 
nual Convention—September 30-Octo- 
ber 3; Philadelphia (Bellevue-Stratford 
and Benjamin Franklin Hotels). 


Regional Association Meetings 


1947 


Carolinas-Virginias Conference—May 26- 
27; Roanoke, Va. (Hotel Roanoke). 
New England Hospital Assembly—March 

24-26; Boston (Hotel Statler). 
Tri-State Hospital Association—May 5-7; 
Chicago (Palmer House). 


State Association Meetings 


1946 
Idaho—December 7; Boise. 
Kansas—November 13-14; Topeka (Hotel 

Jayhawk). 

Maryland—District of Columbia—Octo- 
ber 31-November 1; Washington (Ho- 
tel Statler). 

Missouri—November 29-30; St. 
(Hotel Jefferson). 

Nebraska—October 21-22; Lincoln (Hotel 
Cornhusker). 

Oklahoma—November 21-22; Oklahoma 
City. 

Utah—December 4. 


Louis 


1947 
New York—May 21-23; Buffalo. 
Pennsylvania—April 23-25; Pittsburgh. 
Texas—March 27-29; Houston (Rice 
Hotel). 


Wisconsin — February 20; Milwaukee 
(Schroeder Hotel) 


Other Meetings of Interest 


1946 


American College of Hospital Adminis- 
trators—September 28-30; Philadelphia. 


American College of Surgeons—Septem- 
ber 9-13; New York City (Waldorf- 
Astoria). 

American Dietetic Association—October 
14-18; Cincinnati (Netherland Plaza 
Hotel). 

American Pharmaceutical Association— 
August 25-31; Pittsburgh (William 
Penn Hotel). 

American Protestant Hospital Association 
—September 27-28; Philadelphia. 

Association of Collegiate Schools of Nurs- 
ing—September 19-20; University of 
Pittsburgh. 

Associated Hospitals of Alberta—Novem- 
ber 6-8; Calgary (Palliser Hotel). 

British Columbia Hospitals Association— 
November 12-15; Vancouver. 

Manitoba Hospital Association—October 
28-November 2; Winnipeg. 

Nursing Organizations — September 23- 
27; Atlantic City. Participants: Ameri- 
can Nurses’ Association, National 
League of Nursing Education, National 
Organization for Public Health Nurs- 
ing. 


1947 


Catholic Hospital Association—June 16- 
20, Boston (Mechanics Hall). 


Methodist Hospitals and Homes—Febru- 
ary 12-13; Chicago (Morrison Hotel). 


Mid-West Hospital Association—April 23- 
25, Kansas City (Auditorium). 
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WITH FREEDOM FROM NEEDLE HOLDER DIFFICULTIES 


in the Singer Surgical Stitching Instruments the conventionally 
separate entities of needle, needle holder and suture supply 
have been united in one single instrument. ¢ This ingenious 
construction entirely eliminates holder difficulties. Singer 
needles are securely locked at any of seven practicable angles 
... thus slipping of the needle from the holder because of 
too loose clamping, or breaking off because of too tight clamp- 
ing, or shifting of position are quite impossible. Yet the needle 
may be quickly loosened for adjustment and relocking in a new 
position by a simple turn of the handle lock nut. ¢ Send for 
S| i i ER a comprehensively illustrated booklet to-obtain full details 
about the many other advantages of the Singer suturing instru- 
SURGICAL STITCHING INSTRUMENTS ments... increasingly the choice of discriminating surgeons. 


Bobhin-wound sutures (cat- 
gut, cotton, nylon, silk) avail- 
able through Davis & Geck, 
Inc., Brooklyn, New York. 


SINGER SEWING MACHINE COMPANY E-86 
Surgical Stitching Instrument Division « 149 Broadway, New York 6, N. Y. 





Without obligation, please send copy of illustrated booklet. 





Name 





* Our three newest films available for showing 
are {1) “Rehabilitation of Parkinson’s Syn- Address 
drome”, (2) “Treatment of Major Neuralgias’’, : 
and (3) “Removal of Tumor of the Bladder’. City, 


& = wt - a 
COPYRIGHT, U.S.A. 3946, BY THE SINGER MANUFACTURING CO. ALL RIGHTS RESERVED FOR ALL COUNTRIES. 
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of 24 approved plans showed ad- 
ministrative costs ranging from 8.4 
per cent to 46.6, averaging 19; and 
return to the subscriber ranging 
from 37.7 per cent to g1.4, averag- 
ing 63. 

(The 1945 financial report of 86 
Blue Cross plans, including the 
newest and weakest ones, showed 
an average return to subscribers of 
81.37 per cent—against 63—and 
average operating expenses of 12.29 
per cent—against 19.) 

The council discussed its difficul- 
ty in developing a satisfactory con- 
cept of “nonprofit.” Medical soci- 
eties in Ohio, Indiana and Wash- 
ington State have set up their own 
insurance companies, with control 
of the companies by the medical 
profession “intended” and opera- 
tions as nearly nonprofit “as is pos- 
sible.” In addition the Wisconsin 
society (see below) already has a 
plan that is underwritten by private 
insurance carriers and Illinois is 
proceeding in the same direction. 

In its supplementary report the 
council told of receiving many let- 
ters from voluntary nonprofit plans 
asking that approval be withheld 
from private companies. The seal, 
it was pointed out, can be given 
only to plans, not companies. This 
section of the report concluded: 

No private insurance companies will be 
granted approval, nor will their contracts 
or literature carry the seal of approval, 
except where a company has been formed 
by a state or local medical society to ac- 
complish what could not be accomplished 
under the nonprofit enabling act. 


The complete supplementary re- 
port appears on pages 910-911 of the 
July 13 Journal of the A.M.A. It 
was aproved by the House of Dele- 
gates. 

» Nine plans tentatively approved 
by the council (see July Hosprrats) 
were given final approval in San 
Francisco. 

» The council reported that Thomas 
Hendricks had been made fulltime 
secretary on May 1 and George 
Cooley fulltime assistant on March 

5: 


A Conversion 


A long and somewhat bitter dis- 
pute over profit vs. nonprofit philos- 
ophy of medical care service in Wis- 
consin appears to have been settled 
on June 22 at a special meeting of 
the House of Delegates of the State 
Medical Society of Wisconsin. 


For three years the Surgical Care ~ 


Plan of Milwaukee had been oper- 
ating in Milwaukee and 18 other 
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counties, sponsored by the Milwau- 
kee medical society and operated by 
Blue Cross. This was in competition 
with a policy sold by private insur- 
ance carriers and approved by the 
state medical society. 

Attorneys for the state society and 
the state insurance commission re- 
cently held that this ‘service could 
not be legally sold outside Milwau- 
kee County unless approved by the 
state society. 

The special meeting was preceded 
by some fireworks from the two 
medical societies. In the end, the 


Federal, Administrative 








House of Delegates voted approva! 
of the Milwaukee plan, pledged ap- 
proval of all physicians in the stat: 
and approved the appointment of « 
committee to expand sales statc- 
wide. Previous rules of six years’ 
standing, barring collaboration 
with Blue Cross, were rescinded. In 
spite of the conversion, the state so- 
ciety continues its approval of the 
old program. The final effect would 
seem to be that private insurance 
carriers will find themselves tech- 
nically in competition with thei 
own sponsors. 


STREAMLINING THE SERVICES 


(From the Washington Service Bureau) 


President Truman’s special com- 
mittee to study the integration of 
federal medical services finds that 
integration should start under a 
program of veteran care that uses 
community hospital facilities—in- 
cluding those that would be built 
under S. 191. 

The report, released June 17, is 
in two parts with the first devoted 
to veteran care and the second to 
integration in general. 


For Veterans 


Concerning veteran care, the com- 
mittee recommended: 


1. That existing legislation be 
amended authorizing the Veterans 
Administration to provide outpa- 
tient care. following hospitalization 
to those veterans who have been 
hospitalized for 
nected disabilities. (In releasing the 
report Mr. Truman indicated that 
he did not concur in the recom- 
mendation that outpatient care be 
provided to veterans with non- 
service-connected disabilities.) 


2. That the maximum period of 
postgraduate training be length- 
ened to more than go days in any 
calendar year, if experience shows 
the advisability of such increase, 
that the percentage of personnel 
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BUREAU WILL MOVE 


Relocation of the offices of the Ameri- 
can Hospital Association’s Washington 
Service Bureau has been announced. On 
August 15 the office will be moved from 
its present location at 1705 K_ Street, 
N.W., to 1834 K Street, N.W., Wash- 
ington 6, D. C. 

The move is being made to provide 
more suitable facilities for carrying out 
activities of the Washington office. 





non-service-con- 


eligible for such training be in- 
creased, and that the inservice train- 
ing program be extended. 

3. That the VA initiate studies 
of present pension policies and 
make recommendations on the re- 
vision necessary to provide motiva- 
tion, retraining, reeducation and 
rehabilitation for the disabled vet- 
eran, as well as adequate monetary 
compensation. 

4. That internships be estab- 
lished in VA hospitals as promptly 
as individual hospitals are recom- 
mended by the dean’s committee 
and approved for internship by the 
American Medical Association. 


5. That a joint committee of rep- 
resentatives of the VA, Army, Navy 
and Public Health Service be ap- 
pointed to recommend a common 
system of medical records and dis- 
ease nomenclature. 

6. That the VA initiate steps to 
improve the professional library 
service in its hospitals and act to 
obtain medical libraries that are 
now surplus in Army and Navy 
hospitals. 

7. In respect to certain hospital- 
ization policies, it is recommended: 


(a) That for the acute and diag- 
nostic problems of medical and sur- 
gical care of veterans with service- 
connected disabilities, provision be 
made for medical care in approved 
governmental. and community hos- 
pitals, other than veterans’ hospi- 
tals, in addition to existing facili- 
ties in veterans’ hospitals. 

(b) That the government not un- 
dertake to furnish medical and hos- 
pital care for veterans with non- 
service-connected disabilities except 
when there are surplus facilities and 
when the veteran is financially un- 
able to provide for his own care, 
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COMFORT deluxe for the HOSPITAL 


Patients thoroughly enjoy the ro ; 







































Perfect comfort in any position... 
sitting, reclining, sleeping. 


A revolutionary new chair, scientifically designed and cushioned 
to give perfect comfort and relaxation for your patients in any 
position. So perfectly balanced . . . it reclines when a person 
leans back . . . comes to a sitting position when a person sits 
up ... or may be held firm in any intermediate position. 


e Adjustable to Any Desired Position—From Fully Erect 
to Fully Reclining Position—With an Ease That Is 
Amazing. 

e@ Can Be Locked in Any Desired Position. 

e Automatically Locks Itself When Fully Upright Position 
Is Reached. 

e Arrives Completely Assembled and Your "Set-Up Head- 
aches" Will Disappear. 

e Covered in Duran 100% Plastic Cover That Is Acid 
Proof, Water Proof, Soil Proof, Alcohol Proof and 
Practically Wear Proof. 

e Available in Three Beautiful Colors, Red, Blue, and 
Green. 

e Can Be Folded with One Easy Motion. 

e Shipping Weight—49 Ibs. 


PRICE ONLY 92975 4 








2-CUSHION SETTEE ™ 
No. 2F - 188 
F.0.B. Factory $7 375 
sae width 50”. Seat depth 


V/4‘'. 24 coil seat and back. 
Overall height 331”. 


3-CUSHION SETTEE 
No. 2F - 190 
F.O.B. Factory $9195 
Seat width 6312". Seat depth 


2342". Overall height 3314”. 
36 coil seat and back. 


CHAIR 
No. 2F - 187 
F.0.B. Factory $5200 
Ee width 2714". Seat depth 


23%’. 12 coil seat and back. 
Overall height 3312”. 














Polished Aluminum 
SETTEES AND CHAIRS 
Masland Duran Covers this is the new 


resin plastic fabric with superior wearing quality and 
resiliency, superior to genuine leather. It does not 
fade, crack, check or peel. As it is waterproof, surfaces 
may be easily cleaned with soap and water. Impervious 
to acids, alcohol, gasoline, oil, grease, caustics or 
perspiration. Changing temperatures do not affect its 
wearing quality and it will withstand outdoor exposure 
better than any covering previously available. 

Settee and chair made with case hardened polished 
Aluminum arms, the newest construction for hospital 
furniture. Tubing is |'/2" seamless. Selected hardwood 
frames. Eight way hand tied coil spring seat and back. 
_ styled and well made. 





Morton 
All Aluminum 


SANITAINER 


Practical—Good Looking— 
Efficient! 





A glorified waste container that is 
making a big hit with hospital 
people. 18 in. high, 11'/2 in. wide, 
10! in. deep. Inner pail has_a 
capacity of 5 gal. Packed | to 


shipping carton, $795 


wt. 5!/2 Ibs. Price... 




















Clark Linen & Equipment Co. 





303 W. Monroe St., Chicago 6, Ill. 
Phone: STAte 0520 


3841 N.E. Second Ave., Miami 37, Fla. 
Phone: Miami 7-5781 
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recognizing that there must always 
be beds available for the veteran 
with a service-connected disability. 

(c) That in projecting a hospital 
building program, the VA take into 
consideration those veterans who 
will require long term hospital care. 

(d) That the VA utilize to the 
fullest extent all available facilities 
in Army, Navy and Public Health 
Service hospitals in order to con- 
serve personnel and avoid duplica- 
tion of facilities. 

8. That the Hill-Burton Bill be 
promptly enacted and put into op- 
eration, that the funds authorized 
be substantially increased and that 
the necessary priorities be granted 
promptly. The VA might thus hold 
to a minimum its own building 
program. The committee is con- 
vinced that the funds authorized for 
five years ($375,000,000 federal and 
$700,000,000 state and local) are 
quite inadequate. 

9. That new hospitals be located 
near medical centers, with consid- 
eration to available housing, con- 
centration of veteran population 
and transportation facilities. 


Basic Pattern 


Concerning the integration of all 
federal medical services, the com- 
mittee felt that it was not fitted to 
make a comprehensive report, urg- 
ing that a “thorough and bold” re- 
study be made by a carefully select- 
ed and well financed committee. 

The President released simul- 
taneously with this report a letter 
to the director of the Bureau of 
the Budget in which he (1) agreed 
that such a restudy should be made, 
(2) held that it should await resolv- 
ing of the Army-Navy merger issue, 
and (g) announced he would ap- 
point such a committee when that 
time comes. 





Members of the committee which 
submitted the integration report 
were Harold W. Dodds, president 
of Princeton University, chairman; 
Basil C. MacLean, M.D., past presi- 
dent of the American Hospital As- 
sociation; Maj. Gen. Howard McC. 
Snyder; Rear Adm. Daniel Hunt; 
Charles W. Mayo, M.D.; Howard 
A. Rush, M.D.; Chester I. Barnard 
and Thomas Parran, M.D., surgeon 
general of the USPHS. 


Wage Rise 


Blanket salary increases of 14 per 
cent, with a minimum of $250 an- 
nually, boosted the wage scale of 
government employees under fed- 
eral civil service to a new high level 
on July 1. Some nurses received 
additional compensation when all 
nurses were placed in professional 
pay grade categories. Certain classi- 
fications had been included in lower 
paying sub-professional grades prior 
to July 1. 

Doctors, dentists and nurses in 
Veterans Administration, whose pay 
grades are identical to those. of civil 
service appointees, received corre- 
sponding increases. These three 
groups are under the administrative 
jurisdiction of the VA department 
of medicine and surgery. All other 
VA hospital personnel are civil 
service employees. 

Throughout industry wages are 
likewise increasing. An alltime high 
of $1.07 in gross average hourly 
earnings for production workers in 
May was anticipated by the Bureau 
of Labor Statistics of the U. S. De- 
partment of Labor. The April aver- 
age of $1.06 was one cent above the 
wartime peak in January 1945 de- 
spite the relatively short work week 
of 40.6 hours and comparatively few 
overtime hours at premium rates. 
Weekly earnings averaged $42.67 


HOSPITAL PERSONNEL SALARY COMPARISONS 


*1941 Average 
Annual Earnings 


5,179 
3,775 
1,608 (a) 
1,481 (a) 
1,192(b) 
1,550 
1,536 
1,500 


Physicans 
Dentists 
Public Health Nurses 
Insitutional Nurses 
Private Practice Nurses 
X-Ray Technicians 
Occupational Therapists 
Physical Therapists 
Medical Laboratory 
Technicians 1,464 
Dentists Assistants 858 
Hospital Attendants 888 


*Pre War 


3,200 
3,200 


Beginning Salary—Federal Civil Service 

*1944 with **Fiscal **Fiscal 

Overtime 1946 1947 
3,828 4,150 
3,828 4,150 
2,433 





*Source: Women's Bureau, Dept. of Labor. 
**Source: USPHS. 

(a)Figures for 1942. 

(b)Salary indicated plus meals. 
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for manufacturing industry workers. 

Selected April average weekly 
earnings in industry reported by the 
Bureau of Labor Statistics indicated 
the nationwide trend: 

Brokerage, $67.75; mining, $52.08; 
insurance, $51.11; printing, pub- 
lishing and allied industries, $50.94; 
rubber products, $49.68; automo- 
biles, $49.42; iron, steel and their , 
products, $47.25; wholesale trades, 
$47.13; public utilities, $44.09; 
chemicals and allied products, 
$43.29; leather and leather prod- 
ucts, $37.58; cleaning and dyeing, 
$36.25; apparel and other finished 
textile products, $35.90; lumber and 
timber basic products, $35.33; tex- 
tile-mill products and other fiber 
manufactures, $34.97; retail trade, 
$31.40; power laundries, $30.05; 
hotels (year round), $26.64. 

Studies of a recent nature on 
occupations within each industry 
are unavailable for comparison. 


M.A.C. Recall 


The recall of g00 Army Medical 
Administrative Corps officers by Au- 
gust 1 initiates a drive which is ex- 
pected to procure 1,000 experienced 
officers for hospital administrative 
posts in Army hospitals and train- 
ing centers in the United States and 
for overseas replacements. Maj. Gen. 
Norman T. Kirk, Army surgeon 
general, will rely on voluntary re- 
turn to active duty to fill the quota. 

The Medical Administrative Corps 
is critically short of experienced of- 
ficers although its discharge criteria 
are among the highest of all service 
branches. The July 1 strength re- 
port showed 3,250 M.A.C. officers 
yet in uniform. On that date re- 
quired service was reduced from 39 
to 36 months. Approximately 400 
became eligible for immediate dis- 
charge. It is expected that if the 
new procurement goal is reached, 
required service will be lowered 
further. 

Required service time for general 
duty medical officers and class “D” 
medical specialists was reduced to 
24-months’ service on July 1. Mini- 
mum service time for certain criti- 
cal medical specialists is 36 months 
as against the 24-month time of gen- 
eral duty medical officers and class 
“D” medical specialists. As does the 
Veterans Administration, the Army 
needs more specialists. 

Dental Corps officers, who now 
must serve 36 months, will be re- 
leased with go-months duty after 
September 1. Prospects for an earlier 
than contemplated discharge for 


HOSPITALS 








@ So you want to serve orange juice or grapefruit 
juice ... but you want to save time and trouble? 
Thanks to the newly perfected Florida Concentrated 
Citrus Juices, you can accomplish just that! All you 
do is add water to the concentrated juice and you have 
perfectly delicious, pure orange or grapefruit juice. 


CONVENIENT AND ECONOMICAL, TOO! 


Hospitals, schools, restaurants, hotels and soda foun- 
tains are discovering how much time, labor and 
money they can save by using Florida’s Concentrated 
Citrus Juices. There are no seasonal fruit price fluctua- 
tions, no wasted storage space, no handling of bulky 





























crates, no refuse disposal problem, no slicing and 
squeezing, and no perishable fruit losses occasioned 
by decay and crushing. 


DELICIOUS AND NUTRITIOUS! 


It’s amazing to realize how faithfully Florida’s Con- 
centrated Citrus Juices retain the natural color, flavor, 
vitamins and other food values of Florida’s pure 
orange and grapefruit juices. These concentrated 
juices are full of the refreshing flavor and goodness of 
the juices you squeeze in your own kitchen! They are 
rich in all the natural food values and vitamin C of 
Florida’s tree-ripened oranges and grapefruit! Write 
today for further information, to Florida Citrus 
Commission, Lakeland, Florida. 
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dentists with more than two years 
of service has been forecast by Gen- 
eral Kirk. Under selective service, 
eligible men, including those who 
received dental training under the 
Army Specialized Training Program 
and were released from the Army to 
continue professional training, will 
be drafted into the Army. 


Rehabilitation 


In the three years since the law 
expanding state-federal vocational 
rehabilitation was enacted, 123,422 
physically and mentally ‘handi- 
capped men and women of work- 
ing age have completed rehabilita- 


Nurses and Nursing 





tion and gone back to work. This 
was done at an average cost of $300 
per person according to Michael J. 
Shortley, director of the Office of 
Vocational Rehabilitation, Federal 
Security Agency. 

Of the men and women rehabil- 
itated last year, Mr. Shortley said, 
79 per cent were unemployed at the 
time of application and 18 per cent 
had never worked. Before rehabili- 
tation they received wages and pub- 
lic and private subsistence of ap- 
proximately $12,000,000 a year. 
After rehabilitation, they became 
self-supporting, earning at the rate 
of $73,000,000 a year. The average 
annual salary was $1,764. 


STUDENT ROLLS STILL SHORT 


With the time for opening of fall 
school of nursing classes nearing, 
the serious shortage of new students 
continues to be a problem through- 
out the country. Scattered returns 
from the field indicate that the sit- 
uation has not changed since a June 
questionnaire sent by the Commit- 
tee on Careers in Nursing showed 
25,000 more students wanted by 
1,100 nursing schools reporting a 
total of 15,000 applications. 

Plans for intensifying the recruit- 
ment drive during August have 
gone into operation. National pub- 
licity is being furnished and indi- 
vidual hospitals are urged to supple- 
ment it with local drives to reach 
potential students. 

» Through cooperation of the Ad- 
vertising Council radio time for 
the week of August 5 has been allo- 
cated for student nurse recruitment. 
In addition spot announcements 
will be carried nationally the weeks 
of August 12 and 1g. Suggestions 
for local programs have been pre- 
pared by the Council. 

» Newspaper mats, used in previous 
drives, are being distributed for use 
in the August campaign. The Ad- 
vertising Council reports that more 
than 125 communities had ordered 


Education 


LIBRARIANS’ 


All phases of medical library 
work will be covered during the 
institute for medical record librari- 
ans which will be held at the Hotel 
Netherland Plaza, Cincinnati, on 
August 26-30. 

Organizations sponsoring the in- 
stitute are the American College of 
Surgeons, Ohio Hospital Associa- 
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mats by early July and that approx- 
imately 700 mats had been sent out. 
>» More than five out of every six 
senior cadet nurses in training since 
inauguration of the cadet corps on 
July 1, 1943, have been employed 
or are now working in nonfederal 
hospital service, according to the 
year-end fiscal report of the corps. 
Lucile Petry, chief of the USPHS 
division of nursing who issued the 
report, said that out of 58,752 senior 
cadets enrolled since the program 
began, 8,321 were on federal rolls 
and the remaining 50,431 were in 
civilian hospitals and health agen- 
cies—most of them in their home 
hospital. 

The USPHS division of nursing, 
in charge of the cadet program since 
enrollment in the corps was closed 
October 15, 1945, announced in the 
fiscal report that total number of 
students in the corps on July 1 was 
93,791. The students were enrolled 
in 1,092 schools of nursing through- 
out the country. In summarizing 
progress the report said that 10,562 
student nurses reached senior grade 
in the first year of the program, 19,- 
880 in the second year, and an esti- 
mated 28,310 in the third year 
which ended June 30. 


INSTITUTE 


tion, Ohio Association of Medical 
Record Librarians, College of Med- 
icine of the University of Cincin- 
nati, Cincinnati Hospital Council, 
Cincinnati Association of Medical 
Record Librarians and Academy of 
Medicine. 

Medical record librarians or 
other persons working in the med- 








ical records department and admin- 
istrators are eligible for the insti- 
tute. In addition applicants must be 
either personal members of the 
A.A.M.R.L., personal members of 
the American Hospital Association 
or employed by hospitals holding 
institutional Association member- 
ship. 

Fee for the institute has been set 
at $25, which will include the clos- 
ing dinner. Rooms and meals are 
extra. The American Hospital <s- 
sociation will award certificates to 
persons attending all sessions. 

Applications, accompanied by the 
institute fee, are being accepted 
now by the Council on Professional 
Practice, 18 East Division St., Chi- 
cago 10. Additional information 
may be had by writing to the coun- 
cil or to the American Association 
of Medical Record Librarians, 18 
East Division St., Chicago 10. 


A.C.H.A. Institute 


A practical program for dealing 
with present day problems of hos- 
pital administration will be _pre- 
sented at the fourteenth Chicago 
institute for hospital administrators. 
All aspects of administration will 
be surveyed during the institute, to 
be held September 16-26 at Inter- 
national House, University of Chi- 
cago. 

Under direction of Dr. Malcolm 
T. MacEachern, associate director 
of the American College of Sur- 








FREDERICK T. MUNCIE 
C.P.A. 


RECENTLY COMPTROLLER OF 
ST. LUKE'S HOSPITAL, 
CHICAGO, ILLINOIS 


ANNOUNCES THE ESTABLISHING 
OF OFFICES. UNDER THE FIRM 
NAME OF 


F. T. MUNCIE & COMPANY 
Accountants and Auditors 
333 NORTH MICHIGAN AVENUE, 
CHICAGO |, ILLINOIS 
FRAnklin 7100 


Consultants to Hospitals offering the 
Benefit of Sixteen Years’ Experience 
in the Field of Organization, 
Management, Accounting, 
Auditing and Systems 
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...1n announcing the development of 
Penicillin Ointment Dermatologic, 
Bristol is making available an effective 
means of applying this potent antibiotic 
locally. The product is distinguished by 
marked diffusion activity which per- 
mits the penicillin to exert its antibac- 
terial action throughout infected areas. 
Depending upon the condition under treatment, the ointment may 
be used alone, or as an adjuvant to other types of therapy. It is 
easily applied and non-staining to fabrics. Bristol Penicillin Oint- 
ment Dermatologic contains 1,000 units of penicillin per gram. It 
is available in 4 oz. tubes. Your regular supply dealer or whole- 
sale druggist can fill your requirements. Detailed information will 
be furnished promptly on request. 


BRISTOL PENICILLIN 
OINTMENT Dermatologic 





BRISTOL 


LABORATORIES | SYRACUSE 1, NEW YORK 
INCORPORATED 
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geons, the program will include lec- 
tures and seminars, practical demon- 
strations which will be held in Chi- 
cago hospitals, and group discussion 


at round tables and conferences.. 


Content of the institute is being 
planned to be especially helpful to 
administrators seeking an overall 
view of hospital administration. 
Registration for the institute is 
open to men and women holding 


In General 


the position of administrator or as- 
sistant administrator of a hospital 
and applications will be considered 
in the order received.. Registration 
fee for the 12-day session is $20. Ap- 
plication blanks and further infor- 
mation may be obtained by writing 
to Dean Conley, executive secretary, 
American College of Hospital Ad- 
ministrators, 18 E. Division Street, 
Chicago 10. 


THE A.M.A. DECENTRALIZES 


Some long steps toward decentral- 
izing its contacts with the public 
were taken by the American Med- 
ical Association at its July 1-5 con- 
vention in San Francisco. The 
A.M.A., accepting part of the recom- 
mended program, separated direc- 
tion of public relations from scien- 
tific interpretation and medical 
economics. 

To accomplish the separation sev- 
eral steps, suggested by a survey 
conducted by a public relations 
authority, were adopted. First is 
creation of a division for direction 
of public relations activities. ‘The 
division will coordinate and service 
all A.M.A. council, bureau and 
agency activities in relation to the 
medical profession and the general 
public. It is expected that a system 
of interpretation of the A.M.A.’s ac- 
tivity and policy on matters other 
than scientific will be developed. 
Heading the division will be a per- 
son trained in public relations, with 
the title of executive assistant to the 
general manager. 

Second step in the program is en- 
larging of activities of the Bureau 
of Medical Economics. A director, 
trained in medical economics, will 
be employed to supervise the work 
which will include development of 
material for the Journal of the 
American Medical Association and 
Hygeia. 

The Council on Medical Service 
and Public Relations is affected by 
the third step in the expansion pro- 
gram. This council will be devoted 
entirely to encouragement and pro- 
motion of prepaid medical care 
plans (see Prepaid Medical Care in 
this section of Hospirats). Under 
the new setup the council, which 
formerly handled all A.M.A. public 
relations, is to be renamed the 
Council on Medical Service. 

Dr. H. H. Shoulders was installed 
as A.M.A. president. Newly elected 
officers are: Dr. Olin West, presi- 
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dent-elect; Dr. Edward L. Bortz, 
vice-president; Dr. George F. Lull, 
secretary (reelected); Dr. Josiah J. 
Moore, treasurer (reelected). 


Last Lanham Funds 


Activities under the war-born 
Lanham Act are being terminated. 
On June 27 President ‘Truman sign- 
ed a bill providing an additional 
$7,000,000 from existing federal 
funds to make up school operating 
deficits in 250 “war impacted” com- 
munities for one more year in ex- 
treme hardship cases. Most author- 
izations ceased on V-J Day and re- 
cently enacted legislation limits 


Organizational 





projects after July 1 to maintenance 
and operation of schools overbur- 
dened with war-incurred enroll- 
ments. 

The Federal Works Agency, 
named guardian of the funds when 
the first allotments were made July 
1, 1941, surveyed the results and 
found that by May 31 a total of 
$482,168,694 had been allotted 
through the Bureau of Community 
Facilities or transferred to other 
federal agencies for works and serv- 
ices. During the war years Congress 
authorized $550,000,000 for proj- 
ects, of which - $534,500,000 was 
utilized. 

The sum of $13,700,000 has been 
returned to the U. S. Treasury, with 
prospects for the return of more 
millions. As of May 31 an additional 
$5,750,000 had been set aside for 
return and FWA showed a balance 
of $11,928,806 available for projects. 

Hospitals appear to have fared 
well under the Lanham Act pro- 
gram. Of the total 7,238 projects for 
works and services, 973 had been for 
hospitals. They had realized $109,- 
874,548 of total federal allotments 
of $481,132,196 distributed — by 
FWA. Hospital projects estimated 
total costs were $145,215,783 of the 
total $843,349,006. 


A LOCAL TRUSTEES’ COUNCIL 


A hospital council controlled by 
trustees has been formed in Phila- 
delphia. Each of 40 hospitals will 
be represented by two members, a 
trustee and the administrator, but 
only trustee members may vote. A 
12-member executive board will 
have the assistance of a nine-mem- 
ber advisory committee of adminis- 
trators. 

After several months of prepara- 
tion under the leadership of Erwin 
A. Stuebner of Lankenau Hospital, 
organization of the Hospital Coun- 
cil of Philadelphia was completed 
on June 26 and officers were elected. 
Search was begun for an operating 
executive. Operations were expect- 
ed to begin in the fall. 


Officers: Chairman, Mr. Stuebner; 
vice chairman, J. Hamilton Ches- 
ton, Women’s Medical; treasurer, 
William L. Day, University of Penn- 
sylvania; secretary, T. Truxton 
Hare, Bryn Mawr. 

Executive board: Henry B. Coxe 
Jr., Children’s; H. P. Glendinning, 
Chestnut Hill; John F. Kalberer, 








Stetson; Charles L. Schulz, Potts- 
town; Jerome Bennett, Jewish; Rob- 
ert E. Dinkey, American Hospital 
for Diseases of the Stomach; Walter 
B. Gibbons, Wills; A. G. Scatter- 
good, Pennsylvania and Friends; 
Gordon Hardwick, Graduate; 
Emanuel Rosenfeld, Mount Sinai; 
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Fuller Floor Brushes practically sail 
through a cleaning job . . . they are so 
efficient and easy to use. Every Fuller 
Floor Brush is specially constructed of 
the proper material to give the best 
results for a specific type of work. 
That’s why they sweep better and wear 
longer. They all have well-filled tufts, 
a wide flare, and a full, firm sweeping sur- 
face that wears down slowly and evenly. 
There is a size and style of Fuller 
Floor Brush to make your cleaning work 
more economical and _ satisfactory. 
Write, wire or phone for information. 


For Fuller Satisfaction 
Floor Brushes Wet Mops 
Scrub Brushes Dry Dusting Mops 
Dust Brushes Fiber Brooms 
Wax and Polish 


Send for Catalog 


TO DEPT. 84 


THE FULLER BRUSH COMPANY 


INDUSTRIAL DIVISION & HARTFORD 2, CONNECTICUT 
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Charles J. Seltzer, St. Luke’s; Lewis 
M. Stevens, Presbyterian. 

Advisory committee: Mabel Barr, 
St. Christoper’s; Charles S. Paxson 
Jr., Delaware County; Dr. Donald 
C. Smelzer, Germantown (chair- 
man); LeRoi A. Ayre, Cooper; Dr. 
Philip D. Bonnet, Lankenau; Dr. 
William N. Parkinson, Temple; 
John N. Hatfield, Pennsylvania; 
May A. Middleton, Methodist; Dr. 
Lucius R. Wilson, Epsicopal. 


Maine 


Delegates attending the annual 
meeting of the Maine Hospital As- 
sociation June 21-22 at Belgrade 
Lakes elected Dr. Stephen S. Brown, 
director of the Maine General Hos- 
pital, Portland, new president. 

Other officers elected were Frank 
C. Curran, director of Eastern 
Maine General Hospital, Bangor, 
vice-president; Pearl R. Fisher, 
R.N., superintendent of nurses at 
Thayer Hospital, secretary  (re- 
elected); Dana S. Thompson, Cen- 
tral Maine Hospital, Lewiston, 
treasurer. 

Mr. Curran was named delegate 
to the American Hospital Associa- 


Expansion 


tion. His alternate is Florence I. 
Sharp, Maine Eye and Ear Infirm- 
ary, Portland. 


Catholic Association 


Among subjects covered at the 
first postwar convention of the 
Catholic Hospital Association were 
the relationship between hospitals 
and government, and the need for 
improving the quality of personnel 
throughout Catholic hospitals. ‘The 
meeting, held in Milwaukee June 
g-13, had an attendance of more 
than 3,000 persons. 

The Rt. Rev. Msgr. Maurice F. 
Griffin of Cleveland, former trustee 
of the American Hospital Associa- 
tion, and the Very Rev. Msgr. John 
J. Bingham, director of health for 
the New York City Catholic Chari- 
ties, were on the list of speakers. 

Officers elected: President, the 
Rev. Alphonse M. Schwitalla, S.J., 
St. Louis; first vice-president, Mon- 
signor Griffin; second vice-president, 
the Rev. John W. Barrett, Chicago; 
third vice-president, Monsignor 
Bingham; secretary, Sister Helen 
Jerrell, Chicago; treasurer, Mother 


‘ Mary Irene, St. Louis. 


CONSTRUCTION UNDER CPA 


One-third of all applications for 
non-housing construction submitted 
during the first 13 weeks of the 
Civilian Production Administra- 
tion’s construction limitation or- 
der were rejected. There is little 
likelihood that stringent restric- 
tions will be relaxed in the near 
future, officials of the CPA Bureau 
of Construction say. 

In the Washington office where 
the Facilities Review Committee 
hears appeals from the district of- 
fices and passes on projects costing 
more than $1,000,000, three projects 
were turned down for every one ap- 
proved. The 227 approved repre- 
sented construction of $297,052,402. 
There were 707 rejections with a 
total value of $144,392,095. 

Seven of 10 applications for hos- 
pital construction met approval in 
the Washington office. ‘Two of these 
were rejected on first application. In 
submitting appeals the applicants 
had reduced the requested budget 
and minimized the amount of criti- 
- cal materials to be used. Those 
projects meeting approval and not 
reported previously are: 

Sacred Heart Hospital, Yankton, 
S. Dak.; new wing including nurses’ 
quarters. 
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Reading Hospital, West Reading, 
Pa.; $1,250,000 addition. The origi- 
nal application had specified $2,- 
000,000. 

New Britain General Hospital, 
New Britain, Conn.; 200-bed hos- 
pital for $1,500,000. : 
> No accurate breakdown of district 
office authorizations is yet available. 
By June 20 district committees had 
approved 32,943 applications for 
non-housing construction with costs 
totaling $1,125,745,646. At that time 
15,898 applications had been de- 
nied. The refused projects would 
have cost an estimated $5,78,640,374. 

A nationwide sampling report re- 


leased by CPA showed that hospital 
construction in the amount of $v,- 
411,563 was approved in 12 out of 
71 districts during the first ten 
weeks of the limitation order. No 
report on rejections was made. Of 
the total $56,500 was for repair 
work under the order. Districts ye- 
porting and the cost of new and 
reconversion construction are listed: 
Springfield, Mass., $423,000; New 
York, $130,250; Pittsburgh, $108,- 
000; Detroit, $2,351,000; Atlanta, 
$641,890; Birmingham, $1,366,505; 
Chicago, $1,137,318; Denver, $155,- 
000; Houston, $15,000; Los Angeles, 
$455,600; Spokane, no authoriza- 
tions; Minneapolis, $571,500. 


To Civilian Use 


Recommendations for transfer of 
32 surplus Army and Navy hospi- 
tals to community use have been 
made by the Office of Surplus Prop- 
erty Utilization, USPHS, at the re- 
quest of War Assets Administration. 
The recommended transfer will add 
20,000 beds to the nation’s total 
and, according to the USPHS ci- 
teria on hospital economics, will re- 
sult in an accrued benefit to the 
nation of approximately $147,000,- 
ooo. USPHS estimates that $4,000,- 
000,000 for new and replacement 
hospital and allied facilities is nec- 
essary. 

Doctor-engineer teams of Public 
Health Service conducted 59 sur- 
veys to determine where local needs 
could be met best by utilization 
of surplus Army, Navy and POW 
camp hospitals. 

Recommended for transfer were 
hospitals, hospital areas and sta- 
tions of the following war installa- 
tions: 

Alabama: Northington General, 
Tuscaloosa; Arkansas: Monticello 
POW Camp, Monticello; Cali- 
fornia: Dewitt General, Auburn; 
Los Angeles Port of Embarkation; 
Hammond General, Modesto; Dela- 





Glyco-HCl 


(Pronounced gly-ko aitch see ell) 


Improved, convenient capsule form of hydrochloric 


acid therapy for hospital, clinic and private practice. 


Stable, non-deliquescent, effective. 


Write for sample and literature 


Burnham Soluble lodine Co., Auburndale 66, Boston, Mass. 
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@ Since 1914 every piece of X-ray equipment 
— both radiographic and therapeutic — in- 
stalled by the famed Mallinckrodt Institute of 
St. Louis has been exclusively KELEKET. 


Today, eight floors of KELEKET equipment 
make this one of the largest X-ray installations 
in the world! And the repeated purchases of 
KELEKET equipment over thirty-two years 
testify to the great efficiency, economical op- 
eration and dependable performance of 
KELEKET apparatus. 


A GREAT INSTITUTION’S RECOGNITION OF A GREAT NAME IN X-RAY 


For 3e Years Mallinckrodts X-ray Installations 


HE MALLINCKRODT INSTITUTE 
St. Louis, Mo. 
Radiological Department 
of Washington University 
School of Medicine...and 


_ FAMOUS BARNES HOSPITAL 
ay 


The same KELEKET engineering skill that 
makes this Mallinckrodt installation so out- 
standing is available to you, Mr. Administra- 
tor, whether your hospital has 600 or 60 beds! 


When you plan to expand or modernize 
your X-ray facilities, KELEKET engineers will 
place their forty-six years of experience in 
X-ray at your service. Their recommendations 
on the equipment best suited to your require- 
ments, and the proper |layout for its most effi- 
cient operation, will be most interesting to you. 


Kelle Y “NO 4 17, Manutacturing le 


NELENET-THE FINEST X-RAY 2358 WEST FOURTH ST., COVINGTON, KY. 
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ware: Fort DuPont. Florida: Drew 
Army Air Field; Marianna Army 
Air Field; Melbourne Naval Air 
Station. 

Georgia: Battey General, Rome; 
Idaho: Rupert POW Camp, Bur- 
ley; Kansas: Dodge City Army Air 
Field; Kentucky: Darnell General, 
Danville; Loutsiana: Ruston POW 
Camp; Camp Plausche, New Or- 
leans; Massachusetts: Camp Miles 
Standish, Taunton; Mississippi: 
Como POW Camp; Missouri: Wein- 
garton POW Camp; Nebraska: 
Scottsbluff POW Camp. 

North Carolina: Laurinburg- 
Maxton Army Air Base; Ohio: 
Fletcher General, Cambridge; Okla- 
homa: Alva POW Camp; Mc- 
Alester POW Camp; Purcell Air 
Gunnery School; Stringtown POW 
Camp; Glennan General, Okmul- 
gee; Texas: Camp Fannin, Tyler; 
Galveston Army Air Field; Fort 
Ringold, Rio Grande City; Hunts- 
ville POW Camp; Virginia: Wood- 
row Wilson General, Staunton; 
Wyoming: Douglas POW Camp. 


Three Closings 


With the announced closing of 
three more Army general hospitals 
on September 30, only 19 of the 65 
general hospitals operating during 
the war will remain. The three hos- 
pitals which have been declared 
surplus to the needs of the Army 
Medical department on that date 
are Cushing General, Framingham, 
Mass.; Mayo General, Galesburg, 
Ill., and O’Reilly General, Spring- 
field, Mo. Cushing General has been 
“frozen” for future action by the 
Veterans Administration. 

During the past three months 13 
general hospitals were declared sur- 
plus, 11 ceasing operation June go. 
All but one of 13 convalescent hos- 
pitals established during World 
War II were discontinued. 

Replacing convalescent hospitals 
as separate entities, general hospi- 
tals will operate convalescent an- 
nexes as an integral part of their 
mission, the War Department an- 
nounces. 


$2,500 a Bed(?) 


After unsuccessful negotiations 
with WAA to secure a 50-bed sur- 
plus hospital unit, present plans of 
the Southwest Memorial Hospital 
Association, Cortez, Colo., call for 
erection of a 30- to 40-bed commu- 
nity hospital, according to Hoyt E. 
Dow, association secretary. In spite 
of warnings that it cannot be done, 
the association anticipates building 


and equipping the hospital at a cost 
of $2,500 per bed. 

Tentative plans for design of the 
hospital building are for a two-story 
structure with a segregated ma- 
ternity wing’ on the first floor and 
the rest of the hospital (about 30 
beds) devoted to surgical and med- 
ical cases. 

Service functions, operating, x-ray 
and laboratory facilities will be 
housed in a proposed half-basement. 


CHICAGO: Another step in de- 
velopment of the $100,000,000 
Northwestern University Medical 
Center was taken with purchase of 
more land for a proposed 1,000-bed 
veterans’ hospital. ‘The hospital is 
expected to be an integral part of 
one of the largest cancer research 
centers in the world. 


In addition to the veteran’s fa- 
cility three other new hospitals are 
tentatively proposed for the med- 
ical center. ‘These are a new 500-bed 
Mercy Hospital, Northwestern Uni- 
versity Hospital and Morton Me- 
morial Hospital. Construction of a 
medical research institute is planned 
also. Operating now and expected 
to become part of the center are 
Wesley Memorial and Passavant 
hospitals. 

The entire area of the proposed 
center borders on Northwestern 
University’s medical school. 


ABERDEEN, WASH.: The contin- 
ually rising costs of construction 
have again forced postponement of 
plans for building a new St. Joseph’s 
Hospital. Several times in the three 
years since funds for building were 
provided through terms of a will, 
the hospital’s planning committee 
has had blueprints redrafted in an 
effort to equalize costs and available 
funds. 

According to Sister M. Ruth, com- 
mittee chairman, construction now 
will wait for a time more favorable 
to procurement of materials and 
labor since present structural plans 
represent the minimum require- 
ments for a modern hospital. 


COLUMBUS, OHIO: A_600-bed 
hospital and a five-story College of 
Dentistry building to be erected as 
central units of a new medical 
health center at Ohio State Uni- 
versity are in the planning stage. 
Widely expanded facilities also will 
be provided for the university’s 
medical school and state health and 
welfare agencies. The Ohio Gen- 
eral Assembly last year appropri- 
ated $5,000,000 for the two build- 


ings. An additional $475,000 ha: 
been allotted by the Ohio Depart- 
ment of Public Welfare for con- 
struction of a mental receiving hos. 
pital. New buildings will be lo- 
cated near and integrated with ex- 
isting College of Medicine facilities. 


BALTIMORE: An agreement be- 
tween the Johns Hopkins Hospital 
and the Robert Garrett Fund for 
the Surgical Treatment of Children 
will result in construction of a $1,- 
000,000 surgical hospital for chil- 
dren, according to a June 25, an- 
nouncement. 

To be located adjacent to the new 
surgical building planned by Johns 
Hopkins, Garrett Hospital will aug- 
ment services now provided by the 
Harriet Lane Home for Children, 
which gives medical rather than 
surgical treatment. It will have at 
least 100 beds with private, semi- 
private and ward accommodations. 

Land for the hospital will be 
deeded to the Garrett Fund by 
Johns Hopkins whose staff and lab- 
oratory facilities will be available 
to the new hospital. Dr. Alfred Bla- 
lock, surgeon in chief at Johns Hop- 
kins, will be responsible for surgical 
procedures and scientific research 
at Garrett Hospital. 


WICHITA FALLS, TEXAS: An 
addition to Bethenia Hospital, third 
since the hospital opened in March 
1935, is now under way. Construc- 
tion will cost $200,000 without 
equipment. 

Housed in the addition of four 
stories and a basement will be 56 
rooms including nuns’ quarters and 
21 patient beds. Cornerstone for the 
addition was blessed in formal 
ceremonies June 11 by the Most 
Rev. Joseph P. Lynch, bishop of 
Dallas. 


CLEVELAND: The Cleveland 
Clinic Foundation is proceeding 
with a new building program 
roughly estimated at $3,500,000. 
Plans include enlarging and new 
equipment for both the hospital 
and clinic. 

Planned are: Addition of seven 
stories to the main clinic building, 
a new surgical pavilion, a nine-story 
addition to provide more beds and 
laboratories which will connect the 
hospital and research building, an 
eight-story hospital wing to be used 
for private rooms. 

Remodeling of the hospital will 
increase bed capacity from 242 to 
450. After completion of the new 
construction the clinic will house 
20 medical and surgical depart- 
ments. 
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pure concentrated 


ORANGE and GRAPEFRUIT JUICES 


offer Quality ... . Convenience . ... Economy 


FREE FROM ADULTERANTS, preservatives or fortifiers, their use eliminates wide 
variations in flavor and consistency experienced with average market fruit... as 
Sunfilled presents a unique blending of sweet and sour juices for uniform values. In 
ready-to-serve form, they closely approximate freshly squeezed juice in all nutritive 
and characteristic properties. Of dietary importance, the indigestible peel oil fraction 
has been reduced to but .001%. 


TIME SAVING FACTORS which provide for the elimination of inspecting, cutting 
and reaming of fruit. No handling of cumbersome crates or refuse disposal involved. 
Far less storage and refrigeration space required. 


ECONOMY THE KEYNOTE, high fluctuating market fruit prices may be disregarded. 
re " No spoilage or shrinkage losses to increase the actual cost per serving ... every ounce 
can be satisfactorily used without waste. 


> __ 
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ALEXIAN BROTHERS OVERHEAD FRAME 


No. 335 
Makes Any Bed a Fracture Bed 





Made of sturdy, non-rotatable 
steel tubing. The arms may be 
adjusted from either side—ab- 
duction of leg or arm, or both 
are easily obtained. Wide abduc- 
tion may be had at foot of bed 
for arm or leg traction, Buck’s 
extension, Russell traction or 
Hodgen’s suspension. Pulleys 
may be moved in and out to al- 
low varied angle of traction and 


suspension. 
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Chronic Beds Short 
In Survey Report 


A lack of chronic care facilities 
in California voluntary hospitals 
was reported in a recent survey of 
chronic and convalescent facilities 
conducted by the Association of 
Western Hospitals. 

According to Dr. J. A. Katzive, 
association president-elect and di- 
rector of Mt. Zion Hospital, San 
Francisco, 10 per cent of the beds 
in 99 hospitals are occupied by 
chronic and convalescent patients. 





The May 21 report of the survey 
showed a total bed capacity of 
8,914 in the reporting hospitals 
and indicated there were 869 pa- 
tients in the hospitals on a given 
date who might be classified as 
chronic or convalescent. Of these 
577 were chronic, having a dura- 
tion of illness of more than six 
months. 

Of the cases reported 679 were 
private patients, 144 part-pay and 
46 free cases. Two-thirds of the pa- 
tients were more than 50 years of 


age. 



















































































AVAILABLE IN 3 MODELS 


...the popular Wall Type, the-Single 
Portable...and the Double Portable. 

































Grants Totalling $185,000 
Awarded for Heart Studies 


Nine fellowships and 11 grants 
for support of research in the field 
of diseases of the heart and arteries 
were announced by the Life Insur- 
ance Medical Research Fund on 
June 20. 

The fellowships, totalling $23,- 
ooo, are for use in postgraduate re- 
search and student training, while 
the university and hospital grants 
of $162,000 are allocated to research. 












CURRENT LISTING 
OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


IDAHO 
Hailey—Hailey Clinical Hospital 


7 ILLINOIS 
Chicago—Chicago State Hospital 


KANSAS 
Hoisington—Hoisington Hospital 


MISSISSIPPI 
Union—Laird Hospital 


NEW JERSEY 
Mt. Holly—The Burlington County Hos- 


pital 
NEW YORK 
New York—School of Public Health, 
Columbia University 
New York—Federation of Jewish Phil- 
anthropies 


NORTH CAROLINA 
"oleae aie Memorial Hos- 
pita 
PENNSYLVANIA 
Coudersport—Potter County 
Hospital 


Memorial 


TEXAS 
Midland—Western Clinic-Hospital 


PERSONAL MEMBERSHIP 


Annunciata, Sister M., Admin., Mercy 
Hospital, Portland, Maine. 

Ashton, Meredith W., Enrollment Dir., 
Blue Cross Service, Omaha, Nebr. 

Bax, Gerald A., Asst. Admin., Ferguson- 
Droste Hospital, Grand Rapids, Mich. 

Brown, Daniel M., Student, Abbott Hall, 
Chicago. 

Chrysostum, Sister M., Supt., St. Igna- 
tius Hospital, Colfax, ash. 


Drew, Gordon W., Proprietor, Drews 
Dairy, Augusta, Maine. 
Dyer, George H., Trustee, Rumford 


(Maine) Community Hospital. 

Gee, H. Edwin, Pers. Dir., Maine Gen- 
eral Hospital, Portland. 

Gonya, Theodore, Trustee, Rumford 
(Maine) Community Hospital. 

Johnson, John R., Admin., St. Luke’s 
Hospital, Davenport, Iowa. 

Oddy, Christine J., Dir. Sch. of Nrsg.. 
Maine General Hospital, Portland. 
Pike, Cora E., Supt., Gardiner (Maine) 

General Hospital. 

Squire, Russell M., Trustee, 
Hospital, Waterville, Maine. 

Taylor, Albert J., Supt., The Newcomb 
Hospital, Vineland, N. J. 

Thompson, Dana S., Comptroller, Cen- 
tral Maine General Hospital, Lewis- 
ton. 

Titcomb, Edward S., Trustee, H. D. 
Goodall Hospital, Sanford, Maine. 
Turner, Perley S., Trustee, H. D. Good- 

all Hospital, Sanford, Maine. 

Villochi, Alexi, Supt., Hospital and 
cpg for Crippled Children, Newark, 


Asst. Her- 


Thayer 


Wilmesmeier, Roy, Supt., 
mann Hospital, Houston, Texas. 
Woodbury, Dorothy, Nurs. Supvr., H. D. 


Goodall Hospital, Sanford, Maine. 
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HIS SMILE BETRAYS 


THE SHADOW 
ON HIS MIND 


Behind the smile of the epileptic may be 
the feeling of insecurity and the dread of 
his next seizure. DILANTIN SODIUM favor- 
ably influences such epileptic psychologic 
factors and is effective in controlling con- 
vulsions. This superior anticonvulsant... 
relatively free from sedative, hypnotic or 
depressant action... provides complete 
control of seizures in a substantial per- 
centage of cases. In others it lengthens the 
interval and diminishes effects of the 
seizures. 

Available in Kapseals of 0.03 Gm. (1 gr.) 
and.0.1 Gm. (1% gr.). 


” KAPSEAL 


DILANTEN 


DILANTIN SODIUM 


(DIPHENYLHYDANTOIN SODIUM) 


PARKE, DAVIS & COMPANY. 
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Planning for Efficiency as the 
MENTAL HOSPITAL GROWS 


prone OF STATE INSTITUTIONS, 

legislators and, to a lesser de- 
gree, the public at large have been 
painfully aware of the rapidly in- 
creasing numbers of patients in 
mental hospitals. Now that war re- 
strictions on building are relaxed 
and building materials are becom- 
ing available, states are beginning 
to provide millions of dollars to 
resume their interrupted hospital 
building programs. 

This article describes a_ study 
made for Eastern State Hospital* 
to guide its postwar building pro- 
gram so that the large sums to be 
expended will provide a hospital 
plant meeting future requirements 
as nearly as they now can be fore- 
seen. Special circumstances made 
this study particularly appropriate. 

The old hospital buildings lo- 
cated only a block from the business 
center of restored Colonial Wil- 
liamsburg are to be completely 
abandoned as soon as new facilities 
can be constructed on a new site. 
Even before the war, four new ward 
buildings were erected at the Dun- 
bar site, three miles west of Wil- 
liamsburg. Now plans are being 
prepared for the entire hospital 
plant to be built there. 

The efficiency of hospital opera- 
tion and the protection and proper 
treatment of patients for years to 
come will depend in no small meas- 
ure upon the adequacy and conven- 
ience of proper facilities. Each 
ward building is to be designed to 
provide appropriate facilities for 
the particular patients to be cared 
for. Thus, two related problems 
arise: How large should the entire 
hospital be and how shall the 
ward capacity be divided among 
men and women and the various 
types of care, such as receiving 
wards, convalescent, chronic dis- 

*“Trends in the Patient Population of 


the Eastern State Hospital, Williams- 
burg, Va.,” by the authors. 
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JOSEPH E. BARRETT, M.D. 
COMMISSIONER, DEPARTMENT OF MENTAL 
HYGIENE AND HOSPITALS; SUPERINTENDENT 
OF EASTERN STATE HOSPITAL 
WILLIAMSBURG, VIRGINIA 


AND 


WILLIAM H. LUDLOW 


RESEARCH ASSISTANT, WILLIAMSBURG 


turbed, bed infirm, and the like? 

In the case of Eastern State Hos- 
pital, a bed capacity of 2,500 was 
decided upon by the state hospital 
board, as compared with 1,800 pa- 
tients now in the hospital. This 
capacity was large enough to allow 
for considerable expansion and to 
promote efficient administration, 
yet small enough to encourage ade- 
quate care and treatment for in- 
dividual patients. 

According to estimates based on 
past trends in the principal types 
of psychoses, and on shifts in age 
groups in the population at large 
and in the hospital in particular, 
the planned capacity of 2,500 beds 
would be fully needed by about 
1960. Whether the full 2,500 beds 
are actually needed a few years be- 
fore or a few years after this date 
is relatively unimportant compared 
with the fact that the planned ca- 
pacity undoubtedly will be exceed- 
ed in the not too distant future. 
Thus, in determining the number 
of beds to be provided in wards of 
various types, possible expansion 
beyond the 2,500 planned capacity 
was kept in mind. 

Anyone who has been closely as- 
sociated with the operation of men- 
tal hospitals is keenly aware of the 
therapeutic importance of proper 
segregation of patients of various 
types, and the need for wards espe- 


cially designed and equipped for 


the care and treatment of particular 
types of patients. For example, the 
receiving wards should be large 
enough to provide for all new 
patients until they are diagnosed 


and while appropriately prescribed 
treatment is given. But as soon as 
patients reach the point of con- 
valescence they should be _ trans- 
ferred to surroundings conducive 
to continued recovery and to easy 
transition to life outside. 

Among chronic patients, separa- 
tion of quiet ambulatory patients 
from the deteriorated, disturbed or 
bed infirm stimulates the desired 
therapeutic response. In certain 
cases, facilities for taking meals 
must be provided on the wards; in 
others, patients may be admitted 
into a central dining room. 

In the new hospital, buildings 
are to be arranged on both the 
men’s and women’s sides in three 
major groups, each group to con- 
tain wards providing for the fol- 
lowing types of patient care: 

Acute psychiatric group: receiv- 
ing and convalescent wards; chronic 
psychiatric group: chronic dis- 
turbed, deteriorated, continued 
treatment-quiet and ambulatory 
old age wards; medical group: 
tubercular, bed infirm and acute 
medical and surgical wards. 

Before estimates of future needs 
in each category could be made, an 
accurate classification of patients 
now in the hospital was necessary. 
A rough classification of wards in 
the present hospital into these 
groups was followed by a more de- 
tailed classification of patients in 
mixed wards into their proper 
groups. The percentage of patients 
in each category together with the 
estimated percentage in 1960 and 
the recommended distribution olf 
bed capacity in the new institution 
is shown in the accompanying table. 

The most striking fact brought 
out by the table shown is the large 
proportion of chronic _ patients. 
These include not only all those 
classified in the chronic psychiatric 
group, but also most of those in the 
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medical group. Less than 15 per 
cent of the hospital is devoted to 
acute psychiatric cases. There are 
a large number of patients admitted 
to the hospital each year, but most 
of these are furloughed within a 
few months and thus require a rela- 
tively small number of beds. Of 
each year’s admissions, however, 
there is a small residue that remains 
on as chronic patients, building up 
from year to year faster than sep- 
arations by death or furlough re- 
duce the hospital population. 

Of these chronic patients, an in- 
creasing proportion will be old 
persons, as shown by the percent- 
ages for ambulatory old age and bed 
infirm for 1945 and i960. The 
marked increase in the proportion 
of old persons to be cared for, off- 
setting decreases in nearly all the 
other groups, is the only really not- 
able shift predicted during the next 
few years. These estimates of future 
needed types of care were based on 
age group calculations of future 
population of the district served by 
Eastern State Hospital. The trend 
in the number of patients in the 
hospital per 100,000 general popu- 
lation for each age group in 1927 
and 1945 was projected to 1960 by 
straight line method, and the esti- 
mated future rates applied to the 
estimated population. The resulting 
estimate by age groups was con- 
verted into data on needed type of 
care, assuming that the proportion 
of each age group needing the vari- 
ous types of care would be the same 
as at present. 

Another entirely separate esti- 
mate was made by projecting into 
the future the trend of admissions 
for each principal psychosis as well 
as any marked changes in the aver- 
age period of hospitalization for 
each psychosis, and converting the 
results into the needed types of care 
on the basis of the proportions for 
each psychosis in 1945. The results 
of these two separate methods of 
estimate were almost identical, serv- 
ing to indicate fairly high relia- 
bility. 


The recommended bed capacity 
given in the last column of the table 
varies from the need estimated for 
1960 for a variety of reasons. For 
example, some wards, notably re- 
ceiving, convalescent, tuberculosis 
anc acute medical and _ surgical, 
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Total for Hospital... : 


Convalescent 


Chronic Psychiatric Group 


Ambulatory old age 
Chronic disturbed 
Deteriorated 


Medical Group 


Acute medical and surgical 
Tubercular 
Bed Infirm 


Percentage Distribution of Patients by Type of Ward Care Needed and 
Recommended Distribution of Bed Capacity for Eastern State Hospital, 
Williamsburg, Va. 


Acute Psychiatric Group 13.3 11.7 


NNN asics ite escent cso 


Continued treatment—quiet 


RECOM- 
MENDED 
1960 CAPACITY 


100.0 100.0 


20.0 


6.5 5.6 8.0 
6.1 12.0 


63.9 52.0 
25.5 22.0 
16.6 12.0 
14.5 12.0 

ia 6.0 


24.4 28.0 
1.2 2.4 
3.4 4.8 

19.8 20.8 


TYPE OF 
CARE NEEDED 


1945 
100.0 








Source: Computed from Barrett and Ludlow, mimeographed report, op. cit. Figures in the 
report are given separately for males and females, 








must be planned to handle not the 
average demand but the peak de- 
mand. Furthermore, should the hos- 
pital ever be expanded beyond the 
planned capacity, these wards 
should be adequate to handle the 
extra loads with their specialized 
types of facilities. New buildings 
could be constructed to care for 
additions to the chronic groups, 
either in another part of the site or 
elsewhere. The proportion of beds 
recommended for convalescents is 
particularly high in order to accom- 
modate some chronic patients for 
whom a better type of environment 
is desired than that of the regular 
continued treatment-quiet wards. 

The table and explanations of 
the most significant points are based 
on a thorough research technique 
that developed separate sets of fig- 
ures for males and females through- 
out. For actual hospital planning, 
the separate figures for males and 
females are used in order to divide 
the planned capacity between the 
male and female sides of the hos- 
pital. 

The study revealed that the num- 
ber of females had exceeded the 
number of males in the hospital 
population by a substantial margin 
for more than twenty years, in spite 
of the fact that in most years the 
number of admissions was greater 
on the male than the female side 
of the hospital. Careful analysis re- 
vealed two principal reasons for the 


greater number of women in the 
hospital. First, of each year’s ad- 
missions, a larger proportion of 
women than of men remained in 
the hospital as chronic patients. 
For example, of the male admis- 
sions diagnosed as dementia prae- 
cox, about three-fourths leave the 
hospital within the year, but of the 
female admissions in this group 
only two thirds leave the hospi- 
tal within the year. Furthermore, 
nearly all admissions diagnosed as 
manic-depressive leave the hospital 
within the year, but the small per- 
centage remaining is nearly twice 
as high for women as for men. 
Further investigation would be 
necessary to determine the under- 
lying factors causing men to leave 
the hospital more readily than 
women. One important reason, 
however, may be that furloughed 
men patients are more likely to be 
self-supporting than  furloughed 
women patients. Many families do 
not want to assume the extra eco- 
nomic burden of women relatives 
furloughed from a mental hospital. 
A second possible reason for more 
women than men in the hospital is 
related to the fact that women gen- 
erally live longer than men. For 
example, in senile dementia and 
psychoses with cerebral arterio- 
sclerosis, about two-thirds of all ad- 
missions die in the hospital. The 
average duration of hospitalization 
before death is less than two years 
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for men, but about two and a half 
years for women. 

Still another factor is likely to 
make the proportion of women to 
men in mental hospitals even great- 
er in the future. Any veteran who 
becomes mentally ill, no matter how 
long after his discharge, is eligible 
for admission into a veterans’ hos- 
pital. With about a quarter of the 
total male population of the coun- 
try veterans of either World War I 
or World War II, this factor will 
undoubtedly increase even further 


the excess of women over men in 
state hospitals. For the bed capacity 
of the future Eastern State Hospi- 


tal, a 34 per cent excess of females 


over males was planned, as com- 
pared with a present excess of 23 
per cent. An even higher excess of 
females, however, is not unlikely. 

Obviously, the findings sum- 
marized above for Eastern State 
Hospital are not entirely applicable 
to other hospitals. In general, how- 
ever, there seems to be a marked 
similarity of trends in mental pa- 
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Ist CLUE: 
tion of sharps and for perineal care. (After 
all, a dependable disinfectant is vital in these 
instances. ) 


Doctors insist on it for disinfec- 


2nd CLUE: Every drum gives you a uniform 
phenol coefficient of 5. (Compared to ordi- 
nary cresol compounds with a phenol co- 
efficient of 2 or less.) 


3rd CLUE: It’s economical. (Instruct your 
staff to measure it instead of pouring it. It’s 
so concentrated, a little goes a long way.) 
é 4th CLUE: It’s the... (But why go on? You 
; _. can’t miss!). 


IT’S DEPENDABLE, ECONOMICAL “LYSOL”! 





So order “Lysol” brand 
disinfectant in bulk. In- 
struct your staff in its 
.. and enjoy the de- 
pendable protection of the 
most widely used hospital 
disinfectant. 


Yes, “Lysol” fits perfectly into the needs 
of up-to-date hospitals. 


Its dependability makes it essential where 
‘ disinfection is vital. Its economy makes it 
; desirable throughout the institution. 








ORDER “LYSOL” IN BULK TODAY! “Lysol” in bulk for institu- 
tional purposes is available through the following hospital supply 


organizations: 
AMERICAN HOSPITAL SUPPLY CORP. 
1086 Merchandise Mart 
Chicago 54, Ill. 
ECKHARDT PHYSICIANS & SURGEONS 
SUPPLY COMPANY 
Littlefield Building, Austin, Tex. 
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JAMISON SEMPLE COMPANY 
419 Fourth Ave., New York 16, N.Y. 


e 
STONE HALL CO. 
a 1738 Wynkoop St., Denver 17, Colo. 


e 
AMERICAN HOSPITAL SUPPLY CORP. 
767 Mission St., San Francisco 3, Cal. |683 Fifth Ave., New York 22, N.Y. 


SURGICAL SELLING COMPANY 
139 Forrest Avenue, N. E. 
Atlanta 3, Ga. 


e 
Address inquiries regarding orders, 
shipments, etc., to any of the fore- 
going distributors or direct to 
LEHN & FINK PRODUCTS CORP. 
Hospital Department 











tients in various jurisdictions, al- 
though the proportion and _ total! 
number of patients varies consider 
ably. For other hospitals interested 
in preparing estimates similar to 
those discussed in this article, the 
most important first step is an a 
curate classification of their patients 
into the types of ward care needed, 
as distinguished from the types o/ 
wards where they now may be. Th: 
proportions of patients in each o! 
such groups varies widely between 
different hospitals, due to differ- 
ences in policies from state to state, 
and from hospital to hospital, in 
regard to admissions, furloughs, re- 
lationships with other hospitals, in- 
ternal administration and classifica- 
tion by wards. 

Since trends are likely to be 
rather similar, however, most hos- 
pitals would probably not be far 
from the mark if they applied the 
results of the estimates made for 
Eastern State Hospital. Specifically, 
old patients may be expected to in- 
crease in numbers about twice as 
fast as young and middle aged pa- 
tients, and women will increase 
considerably more rapidly than 
men. Applied to the estimated rate 
at increase of patient population or 
the planned capacity for any spe- 
cific institution, these ratios would 
furnish a rough basis on which to 
determine the location, types, sizes 
and sequence of construction for 
new hospital facilities. 





Transfer Hospital 


(From the Washington Service Bureau) 


A modern, 150-bed hospital which 
will be operated as the first exclu- 
sive tuberculosis sanitarium in Alas- 
ka, together with all its auxiliary 
installations, is being transferred to 
the Territorial Government, it was 
announced by the War Assets Ad- 
ministration. The installation was 
declared surplus by the Army at 
Fort Raymond, near Seward, and is 
being transferred at a discount of 
100 per cent from the current mat- 
ket value. 

In negotiating for the hospital 
with the General Land Office and 
WAA, Dr. C. Earl Albrecht of Fair- 
banks, Territorial Commissioner of 
Health, who represented the Terri- 
torial Government, states that 
“tuberculosis is the most critical 
health problem in Alaska. Of all 
the medical care in Alaska, 35 per 
cent is for tuberculosis.” 
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“Purchasing 





Surplus Property Forms May End 
PURCHASE DELAYS 


2W PROCEDURES intended to 
N aiminate delay in hospital 
purchase of surplus property be- 
came effective July 1 under an 
agreement between the War Assets 
Administration, which sells surplus 
property, and the Federal Security 
Agency, which certifies eligible hos- 
pitals. FSA is completing a program 
to provide number-bearing author- 
ization certificates, valid indefinite- 
ly, which will secure for hospitals 
the 40 per cent discount and will 
also confirm the hospital’s right to 
a preference rating. Under previous 
procedure, each individual order 
had to be certified by FSA represen- 
tatives in WAA regional offices. 


To merit the discount for eligible 
health institutions, hospitals on ap- 
plication will be issued authoriza- 
tion certificates by the Office of Sur- 
plus Property Utilization, USPHS. 
That office during the last week in 
June forwarded the Application for 
Discount form, OSPU Form 7, to 
eligible health institutions. 


To get the discount certificate the 
applicant must fill out OSPU Form 
7 and mail completed form directly 
to Office of Surplus Property Util- 
ization, USPHS, Washington 25, 
D. C. 


With the new certificate that 
OSPU will mail on receipt of ap- 
plication, eligible hospital represen- 
tatives may attend sales where they 
may examine merchandise, show 
authorization to buy, arrange for 
payment, depart with selected mer- 
chandise or arrange for shipment. 


Co. order goods by mail, OSPU 
directs the purchaser to enter the 
certificate number on two copies of 
the order in this statement: 

“This order is entitled to 40 per 
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AMERICAN HOSPITAL ASSOCIATION 
WASHINGTON SERVICE BUREAU 


1705 K Street, N.W., Washington 


cent discount under the conditions 
of discount certificate numbet......... _ 


The order must then be sent to 
the WAA office which advertised the 
property for sale. In buying-at-site 
sales the certificate number is en- 
tered similarly on the site sale order 
at the time of purchase. 


This step is intended to eliminate 
much of the delay hospitals have 
experienced in seeking action on 
orders and correspondence. It is not 





expected to make more goods avail- 
able to hospitals. 


PROTEST 


On June 25 an informal delega- 
tion of the American Hospital Asso- 
ciation that complained vigorously 
of surplus buying difficulties to 
WAA’s associate director, Maj. Gen. 
Glen E. Edgerton, was cautioned to 
look on surplus property, not as a 
reliable source of material but as an 
occasional opportunity to buy need- 
ed goods. General Edgerton pointed 
out that most items of interest to 
hospitals are in short supply. 


“Although it was the intent of the 
Congress that hospitals should be 
given opportunity to purchase sur- 
plus property to meet their needs,” 
the delegation charged, “large quan- 
tities of merchandise that hospitals 
need desperately in order to care for 
sick people are being bought by vet- 
erans under . . . liberalized priority 
... Many... veterans... are im- 





WAR ASSETS ADMINISTRATION 
Cumulative Sales of Selected Classes of Consumer Goods 


** July 1, 1945 through May 31, 1946 


Product 
Medical Diagnostic 
Instruments, Apparatus 


and Equipment $659,000 
Surgical and Medical 

Instruments except 

Diagnostic 6,233,000 
Operating Room and 

other Hospital 

Equipment 7,711,000 
Drugs and Medicine 15,359,000 
Surgical, Medical, 

Dental Supplies and 

Orthopedic Appliances 10,601,000 
Office Furniture 6,320,000 
Basic Textile 

Materials 112,817,000 
Fabricated Textile 

Products (not including 

clothing) 108,313,000 


May 3 Inventory Acquisitions *Disposals 


Amount Per Cent 
Sold for of Cost 


$866.000 $271,000 $104,000 38.4 
6,526,000 2,317,000 401,000 17.3 
8,040,000 1,173,000 350,000 29.8 

16,830,000 3,839,000 1,129,400 29.4 
11,487,000 3,472,000 567,000 16.3 
10,766,000 4,652,000 1,513,000 32.5 


192,222,000 79,771,000 53,931,000 67.6 


150,186,000 44,732,000 7,257,000 16.2 





*Represents Original cost price and includes transfers without reimbursements. All figures are reported 


cost except "Sold For"' which represents cash returns. 


**Existing inventories on July 1, 1945 accounts for variations in May 31, 1946 inventory. 
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mediately reselling such property 
through trade channels.” 

Besides the tremendous demands 
of federal agencies buying for their 
own needs, the Reconstruction 
Finance Corporation is making 
sizable quantities of surplus avail- 
able to small business firms for re- 
sale at a profit. It was pointed out 
that large amounts of surplus prop- 
erty are going into commercial 
channels in these ways, so that hos- 
pitals are denied an opportunity to 
purchase. 

Possible further study of hospi- 
tals’ purchasing problems was indi- 
cated at the meeting when WAA of- 
ficials agreed to consider authoriza- 
tion of a hospital advisory commit- 
tee to review set-aside listings and 
other relative issues. The commit- 
tee would function under the juris- 
diction of WAA. 

Members of the delegation at the 
June 25, discussion were: 

Guy J. Clark, executive secretary, Cleve- 
land Hospital Council, Cleveland; Paul 
Burroughs, purchasing agent, Pennsylvania 
Hospital, Philadelphia; James F. Best, pur- 
chasing agent, New York Hospital; Neal 
Johnson, purchasing agent, Johns Hopkins 
Hospital, Baltimore; Dewey H. Palmer, re- 
search director, Hospital Bureau of Stand- 
ards and Supplies, New York; H. C. 
Mickey, superintendent, Duke University 
Hospital, Durham, N. C.; Hazen Dick, 
secretary, Council on Administrative Prac- 
tice, Chicago; Harold T. Prentzel, execu- 
tive director, Montgomery Hospital, Nor- 
ristown, Pa.; Warren Irwin. Strong Memo- 
rial Hospital, Rochester, N. Y.; Albert V. 
Whitehall, acting director, Washington 
Service Bureau. 


DISPOSAL RATE 


There appeared to be vague op- 
portunity for the future, for 
although consumer goods disposals 
in May jumped to a record $200,- 
000,000, the month-end inventory 
showed more goods still listed than 
had been sold since February 1943, 
when the first disposals were made 
by the Office of Surplus Property, 
Treasury Procurement Division. 

May 31 summaries show that 
WAA has acquired $17,247,000,000 
in surplus and disposed of $3,518,- 
000,000 of which $3,110,000,000 was 
sold. Cumulative cash or sales re- 
turn was $1,280,000,000. Cumula- 
tive figures through May 31, 1946, 
show acquisitions of $2,706,330,000, 
disposals of $1,149,198,000 and in- 
ventory of $1,557,132,000. Disposal 
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by all domestic agencies for May 
totaled $830,000,000 with $733,000,- 
000 represented in reported cost 
sales and $239,000,000 in cash re- 
turns. WAA sales represent about 
97 per cent of all domestic agency 
disposals. 


Sugar Rationing 


Small hospitals now classified as 
Group I institutional sugar users, 
which obtain sugar through the use 
of the ration books of the patients 
eating at the hospitals, under a July 
1 revision of General Ration Or- 
der 5, may now receive sugar allot- 
ments under Group V after regis- 
tering and qualifying with the 
district OPA office. 


Another amending clause eases 
Group I penalties for late applica- 
tions for sugar. Section 5.3 (c) is 
amended to provide that during the 
first six days of late application 
(applications made after the six- 
teenth day of the month are con- 
sidered late) the allotment is re- 
duced 5 per cent for each successive 
day. For applications filed more 
than six days late, deductions will 
be made as at present. Under for- 
mer rulings a hospital applying for 
sugar on the sixteenth day would 
receive only 75 per cent. Those ap- 
plying on the sixteenth day now 
will receive 95 per cent of the full 
allotment. 


Revoke Coal Order 


Emergency orders issued by the 
Civilian Production Administration 
May 8 and g for extending coal 
supplies for essential public health 
and safety requirements during the 
coal strike were revoked on June 25. 

The two orders, U-11 and U-1g, 
applied to about 21 coal burning 
states and the District of Columbia. 
The gas curtailment order was in- 
voked by four manufactured gas 
companies who temporarily reduced 
industrial consumption of gas. 


Dextrose Solutions 


Temporary relief for existing 
shortages of chemically pure an- 
hydrous dextrose used in transfus- 
ing solutions is provided in the De- 
partment of Agriculture’s release of 
6,000,000 bushels of corn to indus- 








try. The allotment is made from se: 
asides for shipment to Europe. 
Pharmaceutical manufacturers pro 
viding dextrose powder will receive 
top priority for purchasing from the 
allotment. 

Agriculture officials believe that 
this release will fill minimum re- 
quirements until the 1946 crop be- 
comes available. Complaints of dif- 
ficulty in obtaining supplies ol! 
dextrose had been received by the 
Washington Service Bureau. 


RFC Purchases 


The latitude the Reconstruction 
Finance Corporation has in the 
purchase of surplus personal prop- 
erty for resale to small business was 
emphasized by a new order issued 
by Lt. Gen. Edmund B. Gregory, 
War Assets Administration head. It 
points out that the RFC purchases 
are made on a third priority basis 
and are preceded only by purchases 
by federal government agencies for 
their own use and by veterans of 
World War II. 

Recently, regulations 5, 10 and 
20 were revised so that the RFC 
would use a No. 2 priority for the 
purchase of surplus real property 
for resale to small business. 


McGILL SUMMARY 
Production Is 
Greatest Need 


H. N. McGILL 
EDITOR, McGILL COMMODITY SERVICE 
AUBURNDALE, MASSACHUSETTS 

Fone OPERATION On business to cast 

out the germs that spread dis- 
ease, such as black-market opera- 
tions, had to take place sooner or 
later. Now that it is done, it is our 
contention that industry should 
have an opportunity to fight its own 
way out and correct the evils which 
have acted as an anchor on recon- 
version and the restoration of mass 
production. 

We are not worried about the 
outcome because there is an ade- 
quate supply of common sense to 
prevent any drastic developments 
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| Are YOUR Case Histories 
stored EFFICIENTLY ? 


It is highly important to be able 
to find each chart easily—no 
{ matter how old it is. If your 
charts are not filed that way— 
if your files are in bad shape, 
, not easy to get at and not prop- 
| erly filed... you are losing val- 
uable time. 








The answer is simple—order 
the quantity you need of 


. No. 1002 Case History Storage Files 


These files are used by hundreds of hospitals to keep their 
charts in apple-pie order. They are made of durable stock, 
5 yet LIGHT WEIGHT, so easily handled by the records libra- 
l rian or her assistants. They are ECONOMICAL . .. cost less 
than half a cent per chart for storage. 













































t No. 1002—SIZE 93% in. high, 7 in. wide and 12% in. deep. 
, Each file will hold at least 60 average charts, 812x11, en- 
‘ closed in filing envelopes or folders. 
Write for information and prices 
S Cn rT] HAVE 
Physicians’ Record Co. Aipese 
The Loaegest Publishers of FORMA 
Hospital and Medical Records FOR EVERY 
l 161 W. Harrison St. H-8-46 Chicago 5, Ill. 
| PROPPER Pudi 
-++@ protective service 
r that pays for itself 
INCLUDE € 
ible rear \ 
ae. of i indes ge i ™ 
{ ‘ecled gloss: £ acid 
neale ° 
Fused, recessed |e one The elimination of worry and 
ee pen ysed anxiety conserves the mother’s 
resistan only 
‘ imperviovs to comm sick recuperative powers. The avoid- 
baby © and antiseP ance of baby mix-ups conserves 
; oa. - SECURITY the time and energy of hospital 
| : SIMPLICITY personnel. A saleable souvenir 
ONOMY ... the revenue from which may 
' oe exceed many times the cost of 
1 this invaluable service. Ample 
supplies: permit a continuance 
5 of this desizable practice. 
| Your dealer can supply you 
) - we, PROPPER MANUFACTURING CO. 


‘ S 10-34 44th Drive’ +’ Long Island City 1, N 
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Trade Mark Reg. U.S. Pat. Of, 
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CONTHCI IN. 





Cia 
FOOD SERVING 
EQUIPMENT 





1. Preliminary Analysis and Picraiinig, 


2. Designing, Engineering and Expert 
Fabrication. 


3. Precision Installation. 
by-words—and at modern food 





















outhern EQUIPMENT CO. 


5017 SOUTH 38TH STREET ST. LOUIS 16, MISSOURI 
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from the standpoint of inflation. 
This country startled the world 
with its ability to produce war 
goods, and it again can reach tre- 
mendous peaks as regards the pro- 
duction of civilian goods. 

We are finding out the hard way 
that there are such things as. basic 
fundamental laws —and always at 
the top of the list is the law of sup- 
ply and demand. The end of the 
war found inventories of basic raw 
materials and civilian finished goods 
at a record-breaking low point. The 











natural functioning of economic 
laws under such a situation is sim- 
ply this: Prices rise, but so does pro- 
duction, and the higher prices go, 
the more marginal producers are 
attracted into production. This sit- 
uation continues until production 
equals, then exceeds demand, and 
then the price corner is turned for 
an extensive and prolonged decline. 
As matters now stand the floodgates 
are opened wide for an extensive 
price rise which will not prove dis- 
similar to the experience of 1919 














following very favorable prices. 


3B122G — Kirschner Hand Drilt (A), chrome plated body with stainless 
steel chuck, complete with 3 twist drills, sizes 1¢-, 3%-, and 14-inch, ~~ 
standard price $29.50, special, only.......ccsseceeereeess $10.00 


3B123G — Bohler-Steinman Pin Set, consisting of chrome plated Adjust- 
able Chuck Handle (B), one each stainless steel Bohler-Steinman Pin 
Holders (B and C), medium adult and child sizes, standard price $14.50, 
Special; Onlys. cose wick oo we gevies ocuccap esse relbieecis Se.ee 


3B124G — Special Bone Set, consisting of one each of the above listed 
; instruments, standard price $44.00, special, only.............$12.50 
" : 


We have obtained from War Assets Corporation a large quantity of 
the excellently made instruments illustrated which we can offer at the 


(() A. S. ALOE COMPANY —18317 Olive St.— St. Louis 3, Mo. 


i) 


al 


GOVERNMENT SURPLUS 
. . approximately 1/3 are 


quality fully certified , 














and early 1920. We are confident 
that over the closing “half of this 
year, barring a return of rigid pric« 
controls, production of basic com- 
modities— currently in extremely 
short supply—will experience a ma- 
terial elevation. The great need of 
the hour is production, and with 
production schedules expanding, 
our worries over the future will 
diminish. 
COMMODITY PRICE OUTLOOK 


The element of time plays a vital role 
in an era of price adjustment. The natural 
temptation is to ‘build up enormous in- 
ventories to cash in on a rapidly rising 
market. Fortunately, supplies of basic raw 
materials are in such scant supply that in- 
ventory building of an unorthodox nature 
is physically impossible. The one thing we 
are sure of, even in the event that a new 
price control bill is authorized, is that the 
underlying trend of commodity prices will 
move definitely and sharply upward over 
the closing half of 1946. 

Drugs and Chemicals — Decade after 
decade chemical and drug prices are about 
the most stable of any individual group in 
the over-all commodity category. There are 
no signs whatsoever of any fireworks since 
the abolishment of OPA. However, due 
consideration must be given to underlying 
economic trends, and it is a foregone con- 
clusion that wage rates and raw material 
costs will move upward during the closing 
half of the year. 

Equally important, demand will tend to 
tax productive capacity. About all that can 
be said is that any change in the price level 
as time progresses strongly favors the up 
side. 

Paper Products—The day will conceiv- 
ably come when a sizable portion of pro- 
ductive capacity will be out of operation 
due to oversupply and intensified competi- 
tion, but this is not in the books for the 
balance of 1946. Demand continues to out- 
strip output despite a record-breaking vol- 
ume of production, but later in the year 
watch for the effect of pyramiding of or- 
ders, which has reached unprecedented 
proportions this year. 

Restricted supplies are not limited to 
pulp, but involve starch, resin, casein, 
white clay, and silicate of soda. All raw 
materials are subject to important price 
strength. 

If paper mills are to stay in business, 
higher price lists are inescapable. Bullish 
forces predominate up and down the line. 

Cotton Goods—The way matters now 
stand, the road is clear for a sizable in- 
crease in production, and particularly a 


_ Swing of output back to items which for 


pricing reasons had been eliminated by 
many mills. This means the reappearance 
on the market of many items long in short 
supply. Aggregate cotton consumption has 
climbed to a total of 7,643,441 bales for 
the first 10 months of this season, which 
is well in excess of any prewar figure. 

Currently, military requirements are 
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Since 1922 when Hospital Industries Association 

was first formed, this simple insignia has been a symbol 

of distinction . . . signifying progress, research, 

development, cooperation. 

H.I.A. member firms, through 24 years of peace 

and war, contributed conspicuously to miracles in 

vuisiaiantiniite medicine . . . modernized techniques in hospital care, 
pe and equipment. Today, at voluntarily controlled 
Known Brands... prices, they are producing the world’s finest peacetime 
Known Quality services and supplies so that hospitals may operate 
more economically and efficiently—while providing a 

greater degree of comfort and security to patients. 

So, in choosing this Seal as your buying guide 

you are assured Known Brands—Known Quality 

...and your judgment is justified. 


HOSPITAL INDUSTRIES ASSOCIATION 
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limited, and the bulk of output can be 
diverted directly into civilian channels. 

Certainly higher costs justify moderate 
price mark-ups, but there is no danger of 
any runaway trend because of three factors. 
First, the current high level of production 
of textiles in general is automatically mak- 
ing sizable inroads on the backlog of un- 
filled orders. Second, there is increasing 
evidence of discriminatory buying on the 
part of consumers. Third, removal of price 
controls materializes at a time when prices 
were considerably higher than was the case 
a few months ago. 

Remember, however, that the over-all 
underlying trend of costs is upward, and 
this will result in a general mark-up of 
between 10 and 15% in finished cotton 
goods. 

Bituminous Coa!—We hope that, now 
the die is cast, interference with markets 
and prices will be held on a minimum 
basis. As matters now stand, the stage is 
set for even higher prices for fuel, even 
though the element of competition will 
become more pronounced from a longer- 
range standpoint. 

Latest data show that production of 
bituminous has fallen off slightly from the 
high level attained immediately following 
the resumption of operations in the mines. 
The accumulative volume for the first 
seven months was 234,540,000 tons as com- 
pared with 297,425,000 a year earlier. This 
represents a loss of 63,000,000 tons. 

Record-breaking output for a peacetime 
era could, however, bring output for the 
entire year to the 550,000,000-ton mark as 
compared with last year’s total or 574,- 
000,000. There is a problem ahead in 
building up stockpiles to a safety basis. 

Fuel Oil—Considering recent events, it 
is obvious the stage is now set for a markup 
of at least a half cent to a cent in oil prices, 
reflecting higher prices for crude, increased 
refining costs, and in correlation with 
higher prices for solid fuels. 

Looking ahead, the competitive factor 
will prevent any undue price strength. The 
main point is that there will be an ex- 
tensive shift from solid to liquid fuel 
utilization. 

Gasoline—A price markup of probably 
a half cent a gallon in the immediate fu- 
ture is indicated. There is nothing critical 
in the statistical position, stocks are fully 
adequate, and in the background is the 
heavy rate of oil output, refinery opera- 
tions, and productive capacity. 

Groceries—Standard groceries will not 
be subject to any radical markup. Manu- 
facturers have remained calm since the 
death of OPA, and are carefully scrutiniz- 
ing cost figures with the idea of limiting 
subsequent price markups strictly on a 
cost-plus_ basis. 

Fortunately, bumper crops will again be 
harvested this year, and the supply-to- 
demand ratio will have some tempering 
effect upon rising prices during the late 
summer period. Nevertheless, when all 
factors are considered, it is obvious that 
the underlying trend of grocery prices is 
definitely upward. : 

Butter—No one can deny that the statis- 
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MONTHLY INDICES FOR HOSPITALS 


July July July 
1938 19 1940 
ALL COMMODITIES (1)... 70.1 65.9 69.5 


Industrial (1) 1.5 72.0 76.1 
Agricultural (1) ... 56.1 54.9 59.0 
Livestock (1) 78.9 61.7 64.3 
A.) Eee . 74.3 67.5 70.3 
Factory Employment (2)... —— 97.0 

Payrolls (2) — 93.6 
Cost of Living (2) 100.9 98.6 


(1) McGill Index—i926=100 
(2) Bureau of Labor Index 
Food—1926=100 
Employment 
Payrolls 
Cost of Living 


eEstimated 


11939100 


tical position is the strongest on modern 
records, featuring the lowest rate of output 
in several decades and cold storage hold- 
ings only a fraction of the normal com- 
plement. However, there is now an out- 
standing producing incentive, and the 
price increase since last month, measur- 
ing 50 per cent, will erect buying resist- 
ance. 

Cheese—Quotations have been  with- 
drawn, but it is obvious that markets have 
participated in the sharp gyration upward 
which has featured practically every im- 
portant agricultural product. As in the 
case of butter, higher prices will bolster 
production and also create greater buying 
resistance. 


Eggs—The market has not shown much 
sensitiveness to a return of free trade and 
free prices. This is attributable to com- 
paratively heavy market receipts and cold 
storage holdings which exceed average by 
a broad margin, and this is likewise true 
in frozen eggs. 

Laying flocks have been culled to a 
marked degree, and there is no question 
that feed costs will rule higher over the 
closing half of 1946 as compared with the 
corresponding period of 1945. 





SAVINGS BO 


103.1 135.5 
106.6 172.0 
100.5 105.3 


*Latest Index (weekly) 


July July June July 
1944 1945 1946 1946 
85.6 97.6 102.2 104.9 109.6 119.6 130.4" 


94.4 96.7 100.9 104.1 114.8 121.0° 
88.8 2 101.7 120.4 = 133.4" 
119.8 0 121.4 135.5  153.0° 
99.2 2 105.8 112.3 113.7" 
154.8 167.7 138.6e 139.8° 
245.1 331.7 255.3e 260.1e 
117.0 126.1 131.7e 133.6e 


July = July July 
1941 1942 1943 


Streptomycin Distribution 


(From the Washington Service Bureau) 


Broader distribution of strepto- 
mycin after September 1 through 
the depot hospital system was an- 
nounced by the Civilian Production 
Administration after a meeting 
with the Streptomycin Producers 
Industry Advisory committee July 
16. Earlier distribution plans did 
not materialize when production 
gains failed to meet expectations. 


For the present, civilian appeals 
for the drug must be cleared 
through Dr. Charles S. Keefer, 
Evans Memorial Hospital, Boston. 
Distribution through this source is 
restricted to those infections that 
are not susceptible to the action of 
penicillin, sulfonamides or other 
therapeutic agents. When the depot 
system is effected, selected hospitals 
will act as general distribution 
agents in their areas as they did 
with penicillin. 

It is planned to continue the in- 
dustry-financed National Research 
Council program for clinical re- 
search on streptomycin until Sep- 
tember, the committee and CPA 
said. This will increase to nearly 
$1,000,000 the grants-in-aid to the 
council by the streptomycin pro- 
ducers. 


» Production of the companion 
drug, penicillin, has increased to 
such a degree that export of bulk 
penicillin in limited quantities is 
now possible. CPA officials state 
that the production increase re- 
sulted from the development of 
more productive mold strains. 


Government controls on the do- 
mestic distribution of penicillin 
may be entirely removed soon. 
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X-RAY PROTECTION 
METHODS & DEVICES 


RAY PROOF LEAD IN- OPERATORS’ WINDOWS 
SULATED PARTITION 
BLOCKS i a 1010) el AS 


139. Gi of (4010) a 02929 OLE, FILM PASS BOXES 


RAY PROOF VENEER X-RAY PROTECTIVE 
PANELS SCREENS 
LEAD LATH LIGHT PROOF SHADES 


LEAD COVERED NAILS AND FRAMES 


PREPAREL PLASTER RAY PROOF LOUVERS 
LEAD LINED DOORS LIGHT PROOF LOUVERS 


Manufacturers of materials and products for 
X-Ray Protection and Light Proof Shades 


* 
Write for details and descriptive folder 


RAY PROOF CORPORATION 
330 E. 26th Street New York 10, N. Y. 


Agents in principal cities 




















To- SERVE HOSPITALS — Parr, 
.e& i AL 


PRODucrs 
Bab 
Clothes 
Blankets 
Brushes 


Enamelware 
Either, ond 
Suction Units 
Garments 


Gauze and 
Bandage, 


Glassware 
MILLS HOSPITAL SUPPLY CO. BUERAGRES 


1480 MILWAUKEE = Laboratory 
CHICAGO Supplies 


lamps 


Linens 


Metg| a 
Furniture Woog 


Perating 

Wipment 
Rub 

ber Good, 


Sterilizers ond 
“loclaves 


Room 


Sutures : 


Towels and 
Welling 


Uniforms 
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PORTABLE FOOT PEDAL 
SOAP DISPENSERS 


The World’s Finest 

Soap Dispensers! 

Trouble proof throughout! 

Strong, efficient, econom- 

ical, accurately machined, 

handsomely finished in chrome 

plating. The jars hold one 

quart soap each. Discharge ; THE 

spouts fully rotary. These dis- | —— 
pensers are equipped with Pat. No. 
plastic pump pistons, no 1 am 
leather, no rubber. 

Write Dept. H846 for full particulars 


also circular showing the Levernier 
Portable Alcohol Dispensers. 


Own your own Dispensers—Buy our soap at * : 
a price "that is not padded" to cover the Me ss 


extra cost of loaning Dispensers. To pur- i 
chasers of our Surgical Soap we distribute es 

the cost of these Dispensers over a six months period—you own the Dispensers. 
Write us—the plan is excellent for you. 


THE LEVERNIER LABORATORIES, Inc. 


Capable of Serving You—Worthy of Your Patronage 
SYRACUSE, INDIANA 





JACKSON DISHWASHERS 


do the job 
FASTER - BETTER 


JACKSON DISHWASHERS are ideal for hospitals, where 

strict sanitation and high-speed efficiency are so impor- 

tant. The JACKSON method of dishwashing means bright 

and shining dishes, glasses and silverware — thoroughly 

washed, rinsed and sanitized. And JACKSON offers you 
ease of operation, great 
savings in breakage, saves 
many hours of labor. 


FOR CLEAN 
SANITARY DISHES 


EASY TO INSTALL 
ECONOMICAL 
EFFICIENT 

HIGH SPEED 
FOOL PROOF 
SPACE SAVING 


ADJUSTABLE LEGS FOR 
VARIABLE HEIGHTS 
pusewannane ars 
MODEL NO. I-A SPECTION x 
Adaptable for multiple installa- 
tions or as an auxiliary unit. 
Ample capacity to wash, rinse Write for complete informa- 
tion on all models. Larger units 


and sanitize dishes, glasses and 
silverware in average hospital. available for greater volume. 


$703 EAST 93rd STREET CLEVELAND 5, OHIO | 

















WASHING SPECIALISTS SINCE 1925 _ 


ripest ia 
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‘Personal News 


Major Ross GarRETT, director of the 
U. S. Army Medical Department Control 
Division for the past four years, has been 
appointed consultant to the surgeon gen- 
eral of the Army. 

He will specialize in 

postwar manage- 

ment engineering, 

organization and 

planning of hospi- 

tal administrative 

activities. Major 

Garrett, now on ter- 

minal leave, served 

as director of man- 

agement control 

and director of per- 

sonnel at the Army Medical Center com- 
prising the 3,000-bed Walter Reed General 
and Convalescent Hospital as well as the 
medical department professional service 
schools and research and production labor- 
atories. 

Before entering military service, he serv- 
ed as confidential advisor and consultant to 
many medical and dental societies, hospi- 
tals, community health-welfare organiza- 
tions and governmental agencies regarding 
community medical, dental and hospital 
economics and the establishment of hospi- 
talization and medical service plans. Major 
Garrett is the author of many articles on 
personnel administration and health and 
hospital problems. 


WILLIAM E. BARRON assumed his duties 
as administrator of Shadyside Hospital, 
Pittsburgh, on August 1. He just recently 
returned from China after four years serv- 
ice in the U. S. Army as a colonel of in- 
fantry. Mr. Barron succeeded W. H. Mar- 
KEY JR., who joined the headquarters staff 
of the American Hospital Association on 
July 8 as hospital accountant. 

Prior to military service, Mr. Barron 
was superintendent of the Washington 
(Pa.) Hospital for 11 years. From 1927-31 
he was superintendent of Citizens General 
Hospital, New Kensington, Pa., and from 
1926-27 he was business manager of Citi- 
zens General. During World War I, Mr. 
Barron served as a captain in the U. S. 
Army. 


Dr. MAX PoLLak, medical director and 
superintendent of Peoria (IIll.) Municipai 
Tuberculosis Sanitarium since 1930, has 
resigned, his resignation to take effect as 
soon as a successor can be found. 


Dr. T. STEWART HAMILTON has succeed- 
ed GERHARD HARTMAN as director of New- 
ton-Wellesley Hospital, Newton Lower 
Falls, Mass. Dr. Hamilton, who received 
the rank of lieutenant colonel while in the 
U.S. Army, has been in charge of Baker 
Memorial Hospital of the Massachusetts 
General Hospital, Boston, since his dis- 
charge. 
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Dr. JAMES H. WALL was appointed med- 
ical director of the New York Hospital- 
Westchester Division, effective July 1. The 
Westchester Division is the New York Hos- 
pital’s psychiatric hospital in White Plains, 
N. Y. Dr. Wall succeeded Dr. CLARENCE O. 
CHENEY, medical director for the past ten 
years, who is retiring after 35 years of serv- 
ice in psychiatric hospitals in New York 
State. 

Dr. Wall has been on the staff of the 
Westchester Division since 1928 and has 
served as assistant director of the hospital 
since 1936. He is assistant professor of 
clinical psychiatry at the Cornell Univer- 
sity Medical College. 


Dr. FRANK C. CurRAN, assistant admin- 
istrator of the Eastern Maine General Hos- 
pital, Bangor, Me., since 1942, has been 
appointed director. He has been associ- 
ated with the hospital since 1937 and 
served as administrator since the resigna- 
tion of Dr. ALLAN Craic in November 


1944. > 


RutH K. Moser became director of nurs- 
ing of St. Luke’s Hospital, New York City 
on August 1. She succeeded HELENE 
OLANDT, who resigned after eight years of 
service. After gradu- 
ating from St. Luke’s 
School of Nursing 
in the class of 1927, 

Miss Moser remain- 

ed at the hospital 

as a head nurse and 

supervisor until 

1932. She served as 

instructor at the 

Milwaukee Chil- 

dren’s Hospital for 

two years; assistant 

superintendent of nurses at the Spring- 
field (Mass.) Hospital for three years; and 
director of nursing of Geisinger Memorial 
Hospital, Danville, Pa., from 1939 until 
she accepted the position at St. Luke's. 


ORVILLE PETERSON, who spent four years 
in.the U.S. Army as a captain in the Med- 
ical Administrative Corps, is now superin- 
tendent of Copley Hospital, Aurora, Ill. 
He succeeded J. W. MEYER who had been 
superintendent of the hospital for 29 years. 
Mr. Meyer, who was one of the founders 
of the Illinois Hospital Association, retired 
on May 31. 

Before entering service Mr. Peterson was 
superintendent of Eldora (Ia.) Memorial 
Hospital. 


CiypE W. Fox has assumed his duties 
as administrator of Tucson (Ariz.) Medical 
Center. ; 

In 1932 Mr. Fox became business man- 
ager of St. Luke’s Hospital, San Francisco; 
in 1937 he was appointed assistant super- 
intendent of Stanford University Hospitals, 


which position he held until 1942 when he 
joined the U. S. Army. 

While in the Army he was a medial 
corps administrator with the rank of 
major. a 

Lee C. GAMMILL, who was recently <lis- 
charged from the U. S. Army with the 
rank of lieutenant colonel, has assumed his 
duties as administrator of St. Luke’s Epis- 
copal Hospital, Houston, Texas. From 1928 
until 1942, when he entered the armed 
services, Mr. Gammill was administrator of 
the Baptist State Hospital, Little Rock, 
Ark. a 
A. L. Howartu has resigned as superin- 
tendent of the Central Washington Dea- 
coness Hospital, Wenatchee, Wash., to be- 
come superintendent of the hospital’s ex- 
pansion program. Mr. Howarth will serve 
as consultant to the trustees and architect, 
purchase new equipment, and cooperate 
with the campaign committee. CHErsTER 
FINKBEINER has been appointed superin- 
tendent of the hospital. 


Dr. Lestie H. Wricut is chief medical 
officer of the Veterans’ Hospital at Mil- 
waukee, Wisc. He succeeded Dr. GLENN 
Mu.uins who was transferred to the Bay 
Pines Veterans’ Hospital, St. Petersburg, 
Fla. 

Dr. Wright was assistant superintendent 
of the Peter Bent Brigham Hospital, Bos- 
ton, from 1924 to 1930, and superintendent 
of the Genesee Hospital, Rochester, N. Y., 
since 1930. 


Dr. FRANK C. SuTToN, who has been 
connected with the Rochester (N.Y.) Gen- 
eral Hospital since 1942, was appointed 
medical director on June 26. From Novem- 
ber 1942 to October 
1945 he served as 
assistant medical di- 
rector and director 
of medical educa- 
tion. In October 
1945, when Dr. 

CHRISTOPHER G. 
PARNALL resigned 
after 21 years as 
medical director, 
Dr. Sutton was ap- 
pointed acting med- 
ical director. Dr. Sutton received his train- 
ing in hospital administration as assistant 
superintendent of St. Luke’s Hospital in 


‘Cleveland from July 1940 to November 


1942. 


Joun F. Latcuam has been appointed 
assistant director of Rhode Island Hos- 
pital, Providence, R.I. 

Mr. Latcham was business manager of 
the University of Colorado Medical School 
and Hospitals, Denver, from 1928 to 1942 
when he entered military service. He served 
as a captain in the Medical Administrative 
Corps in the South Pacific and in Korea. 
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They may argue about politics 
or personalities, but on the 
subject of soap for patient care 
—hospital superintendents, 
purchasing agents and nurses 
are in complete accord. Yes, 
all three agree on C.P.P.! They 
know from experience that 
Colgate-Palmolive-Peet has a 
soap to fit every need—to 
please every patient. 














COLGATE’S FLOATING SOAP is 
made specially for hospital use. In 
purity. mildness and economy, it meets 
the most exacting hospital require- 
ments. 


CASHMERE BOUQUET is a big fa- 
vorite in private pavilions because 
women like the delicate perfume of this 
hard-milled luxury soap. 





And everybody likes PALMOLIVE! It 
meets the highest hospital standards in 
purity—a favorite with patients and 
nurses alike! 


we he 


Call in your local C.P.P. representative and ask him to quote you 
Prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOLIVE-PEET COMPANY 


JERSEY cITY 2, N. J. ° ATLANTA 3, GA. ° CHICAGO 11, ILL. se MILWAUKEE 4, WISC, . KANSAS CITY 3, KAN. ° BERKELEY 2, CALIF. 
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Dr. J. KuLowsk1, orthopedist, recently re- 
lieved from active duty in the Navy and 
having the rank of Commander (M.C.) in 
the U. S. Naval Reserve, has assumed his 
duties as fulltime 
chief surgeon of the 
Carrie Tingley Hos- 
pital for Crippled 
Children, Hot 
Springs, N. Mex. Dr. 

Kulowski was for- 

merly associate pro- 

fessor of orthopedic 

surgery at Chil- 

dren’s Hospital, 

State University of 

lowa. Prior to en- 

tering the naval service, Dr. Kulowski con- 
ducted a private and consultation practice 
in St. Joseph, Mo. 


CLARENCE W. DuryYEA was recently ap- 
pointed assistant to J. Dewey Lutes, super- 
intendent of Yonkers (N.Y.) General Hos- 
pital. Mr. Duryea was medical auditor for 
the social welfare department of Suffolk 
County from 1934 to 1938 when he joined 
the staff of South Side Hospital in Bay 
Shore, L.I. as administrative assistant. In 
1942 he was sent overseas as civilian ad- 
ministrator for the Eritrea Service Com- 
mand. A year later he transferred to the 
medical administrative department of the 
U. S. Army and was stationed at Vaughan 
General Hospital, Chicago until his dis- 
charge a few months ago. 


Epwarp A. B. WILLMER became superin- 
tendent of Litchfield County Hospital, 
Winsted, Conn., on July 1. He succeeded 
the late Austin J. SHONEKE. 

In 1937 Mr. Willmer was appointed su- 
perintendent of the New York Society for 
the Relief of the Ruptured and Crippled. 
In July 1941 he became superintendent of 
Glens Falls, N. Y., Hospital, a position he 
held until he accepted the superintendency 
of the Litchfield County Hospital. 


The Rev. E. C. Hortus, superintendent 
of Lutheran Hospital and treasurer of the 
Missouri Hospital Association, was elected 
president of the Hospital Council of St. 
Louis at the annual 
meeting of the coun- 
cil on June 18. The 
Rev. Mr. Hofius suc- 
ceeded H. J. Mon- 

LER, president of 

the Missouri Pacific 

Hospital Associa- 

tion, who served as 

president of the 

Council for the past 

five years. Other of- 

ficers elected were: 

vice-president, SistER ROBERTA, Adminis- 
trator of DePaul Hospital; secretary, 
JoserpH B. SHANK, superintendent of City 
Infirmary; treasurer, TRUE TAYLOR, super- 
intendent of Bethesda General Hospital; 
trustees, Dr. FRANK R. BRADLEY, superin- 
tendent of Barnes Hospital; FLORENCE 
KING, administrator of Jewish Hospital, 
and Mr. Mohler. 
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Tuomas H. Heap, superintendent of 
Shannon West Texas Memorial Hospi- 
tal, San Angelo, was recently named 
president-elect of the Texas Hospital Asso- 
ciation. He replaces RussELL C. NYE, as- 
sistant superintendent of City-County Hos- 
pital System, Dallas, who has been granted 
a leave of absence. 


Dr. MAuRICE STOLLERMAN has resigned 
as superintendent of Miriam Hospital, 
Providence, R.I., to enter the field of pub- 
lice relations. He was superintendent of 
the Jewish Children’s Home from Septem- 
ber 1933 until his appointment to Miriam 
Hospital in December 1941, 


Joe F. Crark Jr., administrator of 
Wichita General Hospital, Wichita Falls, 
Tex., resigned recently, and Bessie Love 
has been appointed as acting administra- 
tor. Miss Love has been associated with 
the institution since 1935 as operating 
room supervisor except for a period of 
three years when she served in the army 
nurse corps. 


Mrs. B. R. Livety, superintendent of 
Harbin Hospital, Rome, Ga., retired re- 
cently. She had been connected with the 
hospital for 38 years. 


Tuomas A. McCarruy, who was re- 
leased from the Navy in March with the 
rank of Commander in the United States 
Naval Reserve, has 
been appointed ex- 
ecutive director of 
the Greater New 
York Hospital As- 
sociation. During 
the war, Mr. Mc- 

Carthy served as a 

public relations of- 

ficer in the Office 

of the Secretary of 

the Navy; as public 

relations officer 

aboard the aircraft carrier Franklin D. 
Roosevelt; and as a writer and producer 
of training films for the Navy’s Bureau of 
Aeronautics. 


Dr. JoHN C. MACKENZIE has opened of- 
fices at 1415 St. Mark Street, Montreal, 
where he will practice his profession as 
hospital consultant. He has been connected 
with the Montreal (Can.) General Hos- 
ital since 1928, serving as general superin- 
tendent from 1931 until he was granted a 
leave of absence to enter military service. 


FRANK B. GAIL, superintendent of West 
Jersey Homeopathic Hospital, Camden, 
N.J., since 1932, has resigned to become 
executive vice-president of the New Jersey 
Manufacturers Association Hospitals Com- 
pany, Inc. 


Mar HINDMAN GUTEKUNST, formerly ad- 
ministrator of Lake Forest (I[ll.) Hospital, 
is now administrator of the Mission Hos- 
pital, Huntington Park, Calif. 


JEANETTE FIsHER, R.N., assumed her du- 
ties as director of nurses at Dixie Hospital, 
Hampton, Va., on July 1. Miss Fisher was 
formerly director of nurses at King’s 
Daughters Hospital, Portsmouth, Va. 


RAYMOND P. SLOAN, editor of Modern 
Hospital, was awarded the honorary de- 
gree of Doctor of Humane Letters by Colby 
College, Waterville, Me., in recognition of 
his contributions to the hospital field. Mr. 
Sloan has been especially active in the edu- 
cation of hospital trustees, and is the 
author of a book, “Hospital Color and 
Decoration,” and of many articles on hos- 
pital subjects. 


Dr. OLE C. NELSON, medical director of 
Cook County Hospital, Chicago, for the 
past ten years, recently completed his 35th 
year of service at the institution. On June 
20th more than 100 friends and associates 
entertained him at a surprise party. 


RavtpH W. Harpison, for forty years a 
member of the board of trustees of the 
Presbyterian Hospital, Pittsburgh, retired 
from the presidency of the board on June 
27. A. W. ScHMIpT, recently returned after 
serving for four years as a financial officer 
in the U. S. Army, was named as Mr. Har- 
bison’s successor. 


Harry F. AFFELDER, vice-president of the 
Mount Sinai Hospital of Cleveland and 
president of the Cleveland Welfare Fed- 
eration, has been elected president of the 
hospital. Max Myers, who had been pres- 
ident for many years, was elected honorary 


president. 
“Deaths 


Dr. Louis H. BURLINGHAM, who was su- 
perintendent of Barnes Hospital, St. Louis, 
from 1917 until his retirement in 1939, 
died on June 24 at his summer home on 
Cape Cod, Mass. 


Before going to St. Louis, Dr. Burling- 
ham, a graduate of Yale University and 
Johns Hopkins Medical School, held vari- 
ous positions in the Massachusetts General 
Hospital and also served as assistant super- 
intendent of Peter Bent Brigham Hospital 
in Boston. Dr. Burlingham was in charge 
of Children’s Hospital, St. Louis, as well 
as Barnes, from 1917 to 1925. 


Dr. Burlingham was an active member 
of the American Hospital Association, 
serving as president in 1929; he was a past- 
president of the Missouri Hospital Associa- 
tion, and a member of the American Col- 
lege of Hospital Administrators. 


Emit M. Hauce, superintendent of Fair- 
view Hospital, Minneapolis, Minn., died 
on July g, while on a short vacation in the 
northern part of Minnesota with friends. 

Mr. Hauge was superintendent of Luth- 
eran Hospital, Fort Dodge, Iowa, from 
1932 to 1937 when he became superintend- 
ent of Fairview. He had been active in 
state and local hospital organization work. 
He was a member of the American College 
of Hospital Administrators, a past-presi- 
dent of the Minnesota Hospital Service 
Association and a member of the Minne- 
sota Hospital Association and the .\mer- 
ican Hospital Association. 
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